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Overview: 
 As medical students beginning your third year of training, you face one of the 
biggest transitions of your lives.  You are finally entering the realm of direct patient care, 
where many of you will spend most of your careers.  Starting to work on the different 
wards and clinics is like traveling to different countries.  Each clinical rotation has its 
own unique customs and language.  Proper behavior and etiquette are simply understood- 
the rules are not written down.  Successfully coping with novel situations requires both 
interpersonal skills and the ability to process the feeling and emotions which these often 
charged situations provoke.  This can lead to anxiety on initial clerkship experiences 
since you may fear doing the wrong things and breaking one of these unwritten rules.  
These unwritten rules are sometimes referred to as the Òhidden curriculumÓ É  those 
things students learn through the experience of attending school rather than the formal 
curriculum or stated educational objectives.  And perhaps less clear at the outset is that 
you will encounter difficult emotionsÑ such as anger, embarrassment and sadness- 
during this intense, initial exposure to front-line clinical care.   
 Anxiety about your readiness to take care of patients is nearly universal among 
third-year students.  Much less appreciated are the challenges posed by your interactions 
with other medical colleagues.  Our system of clinical care and clinical education 
involves a complex hierarchy of power and authority in which medical students are 
clearly situated at the bottom.  You will face the generic workplace issues of job 
expectations and evaluation of your performance.  You may also encounter ethical 
problems such as substandard care or violation of a patientÕs wishes.  You may 
experience, or witness, unacceptable behaviors such as sexual harassment, racism, gender 
bias or favoritism.  Given you position at the bottom of the power pyramid, there is a 
strong disincentive to respond in ways which challenge these behaviors.  Medical 
students often fear that addressing these issues might have a negative impact on their 
evaluations and grades. 
 Students often have their first experience being called ÒdoctorÓ during their 
clerkship rotations.  It can be helpful to remember that our identities, while distinct, are 
also culturally and socially given to us, or imposed by our chosen professions. As a third 
year you may find yourself in the paradoxical situation of Òfinding yourself the ÒdoctorÓ 
with the greatest opportunity to spend time with patients. Actually, this can be the most 
rewarding time in your career, with minimal responsibility and maximum satisfaction.Ó   
(Surviving Medical School p.105) 
 While for the purposes of this workshop, we are focusing on some challenging 
situations, they are the exception to what your overall experience in third year will be.  
Much of third year will be remembered as a time of much personal and professional 
growth as you start to really feel like you a doctor, capable of contributing to patient care 
and being part of the health care team.  ItÕs an exciting journey you about to take around 
the world of medicine- enjoy the trip!!  During the third year ICC Curriculum, you will 
assigned to Òhidden curriculumÓ groups in which both faculty and fourth year facilitators 
will meet with you to discuss and examine the journey and provide you with an 
opportunity to share your experiences with your colleagues.   
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Purpose 
 The purpose of this session is to introduce you to some of these difficult clerkship 
situations.  Using experiences of our students, we have created several vignettes in which 
you may face a challenging situation.  You will have the opportunity, in a non-
threatening setting, to consider how you might respond to these situations, both 
emotionally and behaviorally.  By generating your own answers, rather than being told 
how you should act or feel, you will be better prepared to cope with actual situations if 
they occur. 
 
Objectives:  At the end of this workshop, students should be able to: 
1. Anticipate the emotional impact of caring for ill patients in the hospital environment 

and the rewards of being a member of the health care team 
2. Identify potentially problematic professional issues for which they need some 

forethought and preparation 
3. Anticipate the difficulty of balancing oneÕs personal and professional life and 

describe several strategies for maintaining balance 
4. Develop an approach to these issues which can be evaluated and tested in a safe 

environment 
5. Describe the UCHSC Professionalism Standards for Medical Professionals 
 
Format: 
20 minutes:  Introductions- share something you anticipate about 3rd year (positive goal, a 
worry) 
20 minutes:  Discuss ÒOn the InsideÓ and ÒI Said a Prayer to a God I DonÕt Believe InÓ 
60 minutes:  Discuss case vignettes and ÒInkyÓ 
15 minutes:     Summary 
  
Required Readings: 
ÒOn the InsideÓ by CU third year medical student Ð AM Coker 
 ÒI said a Prayer to a God I donÕt believe inÓ by Lalit Bajaj, MD Ð TCH ED Attending 
written when he was a third year medical student 
Professionalism Standards for Medical Professionals 
ÒInkyÓ by CU third year medical student 
 
Optional:  
Check out this website called ÒHealing the HealerÓ that has a wellness planning tool put 
together by the American Medical Student Association 
https://www.amsa.org/healingthehealer/index.cfm?secure=yes 
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On the Inside 
A. M. Coker 
 
I wait anxiously as the attending surgeon, Dr. G., and his first assistant take turns 
reaching into the depths of the thoracic cavity.  My wide eyes follow the movements of 
their hands.  I really want to stick my hand in there.  Dr. G. mentions how difficult it is to 
reach the anterior portion of the apex from his position.  I consider volunteering my 
smaller hands for the job but decide to keep my mouth shut least I loose the opportunity 
all together.  Dr. G. finally states what we are all thinking.  This doesn’t look right.  
 
Having been excited for this all week, I was hoping this case would be the pus 
extravaganza I had been waiting for.  An empyema requiring thoracotomy with 
decortication.  Dr. G. states the lung feels hard and he is able to pick nodules off the 
pleura.  The surgeon takes his skilled hands out of the thoracic cavity.  In this sterile 
environment, where our eyes are the only area not draped in blue, I am reminded of how 
much of communication is non-verbal.  He looks right at me and states we need to send a 
sample to path.  
 
We wait for pathology to get back to us.  I spend the time exploring the cavity.  You 
donÕt need to have felt or even seen another lung to know this is abnormal.  The phone 
rings in the OR and everyone is silenced.  Through my hand, hidden in the patientÕs 
chest, I feel his heart beat.  This is why I am here.  This is the feeling.  I am on the inside.  
I get to see, feel, and do things that so many people donÕt.  I donÕt know that they want 
too.  I do know that right now, I wouldnÕt give it up for anything.  Over the speaker 
phone a voice announces undifferentiated adenocarcinoma of the lung.  My virgin hands 
exit the chest, covered in blood, as I recognize the price of my advantage.  This time I 
donÕt bite my tongue.  ÒThe family is waiting out there doctor, are you going to tell 
them?Ó  
 
Third year medical students get very good at staying on the coattails of our superiors.  
Our communication consists mostly of uh-huh, yes, of course, okay and a series of nods.  
We have rounded on all our patients before our attending has gotten out of bed.  In return 
for our hard work we get to observe how a good doctor behaves, how decisions are made 
and how they are carried out.  I know how to stand quietly while he speaks to the 
patientÕs family about the operation.  This time, however, I feel horrible and helpless 
watching the family respond.  I am imposing on their livesÕ in a way I donÕt want to.  I 
either want to leave the room completely or be able to touch these people I donÕt even 
know.  My role is to stand here.  Dr. G. does his best to stay general about the subject and 
state how much we donÕt know right now.  In between every sentence I hear the truth.  
He is as good as dead.  Once again, I am on the inside.   
 
The family decides that the patient should not hear about the diagnosis right away, as 
they are sure he will freak out and leave the hospital.  In fear of the patient ripping his 
chest tubes out and running out the hospital door immediately after an operation, Dr. G. 
agrees to delay telling him. 
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I have rounded on everyone else.  I stand outside the room preparing myself for the 
patient I have put off till last.  With a deep breath I knock and enter the room.  ÒGood 
morning.Ó  My smile lies.  I avoid eye contact with his family members in the room, 
fearing somehow that he will see our eyes exchange what we hide.  
 ÒHowÕd it go doc?Ó   
ÒThe operation took place exactly as we described it to you.  Dr G. did a great job with 
you.Ó  All technically true.  
ÒHowÕd my lung look?Ó    
ÒUm, Dr. G. can probably explain that better to you.  HowÕs your pain?Ó 
 
I escape, thinking that was too easy.  I feel like a liar.  I replay the events from just two 
days earlier when he asked me to take good care of him.  I assured him that Dr. G. 
performs this surgery at least a half-dozen times a year and we would take good care of 
him.  He reiterated with Òokay, just take good care of me doc.Ó   I had given up on 
explaining to him that I wasnÕt a doctor yet. 
 
I chase down his nurse to ensure that he has received his ativan dose.  We are telling him 
today.  Before we enter the room Dr. G. looks at me and confesses he has lost sleep over 
the discussion about to ensue.  As students we see the final product of years of training 
before us.  Respected, feared, and admired, a nod of approval from them can make your 
day as much as a frustrated sigh can ruin it.  In moments like this I am reminded that the 
great doctor before me was once an unsure medical student and that he still feels 
unprepared for some situations.   
 
Two days and one oncologist visit later I am still baby sitting his chest tubes.  After 
yesterdayÕs visit I have the feeling that no one has told him exactly what he is dealing 
with.  I have had to tell an old man that he was dying of cancer.  He was ready to die and 
prepared to hear the diagnosis.  How do you tell a 32 year old man with 4 kids that he has 
terminal cancer?  Not my job.  The oncologistÕs note in the chart is very clear.  Terminal 
cancer.  8-10 months.   
 
We go through the daily routine.  ÒHow is your pain?  Had a bowel movement?  Moving 
around okay?  LetÕs see what this chest tube is doing.Ó    
ÒDoc, everyone is walking on eggshells around me.  I want to know what is going on.  I 
want to know how serious this is.Ó   
 
Why is he asking me?  I am just a medical student.  I try to think of a way to avoid the 
conversation.  I remember Dr. G. warning me about overstepping my bounds.  I know, 
however, that if I donÕt tell him it will only be to save myself the uncomfortable situation.  
He is my patient too and I am his Òdoc.Ó  I donÕt know why he wants to hear this from me 
but apparently he does.  He has a right to that and, thus, I have a duty to tell him.  ÒWe 
werenÕt sure you were ready to hear all the details yet.Ó 
He responds with agitation, ÒWell when will I be ready?  I am ready!Ó 
ÒOkay, well, it isnÕt good.Ó   
ÒAm I going to die doc?Ó 
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You could.  We are going to do everything we can for you but we canÕt predict how you 
will react to the treatment.Ó 
ÒHow long do I have?Ó 
ÒThat is hard to say.  As I said, everyone responds to treatment differently.Ó  Don’t make 
me say it.   
ÒYou donÕt have any idea?Ó 
 
I can’t lie when he wants to know.  ÒWell, there are average expectancies.  Keep in mind 
these are based off experience and statistics.  We canÕt accurately know anything about 
you specifically, only predict.Ó  Don’t make me say it.   
ÒHow long?Ó 
ÒUnder a year.Ó  He starts to cry and asks me how the death will be.  Having checked on 
him daily for the past week I know his fears.   Medical education teaches us how to deal 
with many clinical situations, but at some point you have to rely on yourself to tell you 
what the appropriate action is.    
 
I take his hand in mine.  ÒDonÕt worry about that now.  If it comes to that we will do 
everything we can to make you comfortable.  We donÕt want you in pain either.  DonÕt 
worry about that now though.  Right now you have two choices.  You can freak out, and 
you have every right too, and not deal with the situation, or you can stay with us and we 
will take this on together.Ó 
ÒIÕm gonna fight doc.Ó   
 
His mother later told me that he had been told everything I just told him by the 
oncologist.  Whether he wasnÕt ready to hear it then, or from him, I donÕt know.  Being 
on the inside also means sometimes we may be responsible for information we would 
rather not be.  Ultimately, that information belongs to the patient and we must relinquish 
it when asked.  This is why I am here.               
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I  Said a Prayer  to a God I DonÕt Believe In 
 

By Lalit Bajaj 
 
The middle-aged Chinese woman was shivering as she lay immobilized on the trauma 
table in cervical spine precautions.  She looked like someone who wanted to live.  She 
was the passenger in the Acura Legend that broadsided a U-Haul truck about twenty 
minutes before.  60 to 0 m.p.h. in the blink of an eye.  The paramedics told us that she 
was alert and oriented at the scene: the seat belt firmly locked in place.  Her stomach 
hurt, a minor complaint I thought.  I was wrong.  I watched as the surgeons discussed the 
rigid abdomen and the likehood of internal injuries in the face of a stable blood pressure 
and hematocrit.  A CT scan was the next sstep; she was in no immanent danger. She 
remained immobilized in the scanner as the giant panoramic arm gradually moved down 
her abdomen.  There we found our answer.  The seat belt had saved her life, and had cut 
her liver in half.  She was slowly bleeding inside; stretching the capsule of her liver.  The 
capsule will soon pop like a water balloon blowing off the faucet in the back yard.  SheÕs 
a timebomb. 
 
The Operating Room was crystal clean and the scrub nurses assembled all the lifesaving 
equipment we could need.  As the team transported the woman from CT to the OR I felt 
the immanent doom and decided to leave the situation.  I was only the junior medical 
student and I didnÕt have to be in the operating team.  I was not essential, and I didnÕt 
want to watch this woman die.  I went back to the Emergency Room; there were bound to 
be plenty of heroin addicts just waiting for me to lance their abscesses.  They would not 
die.  I wondered what was going on in the operating room, but without any level of true 
curiosity. 
 
My beeper went off and the number was 7071, OR#1.  I called and the speaker phone 
clicked on, Òwe need help, can you come up?Ó 
 
ÒYeah, no problem,Ó I replied, ÒOn my way.Ó  I was needed to hold the abdominal wall 
retractors, that could be the only reason they wanted me.  I scrubbed and entered the 
room; there was already blood on everyoneÕs facemasks.  As the nurse gowned me, I 
looked at the patientÕs face behind the sterile drape; she looked like someone who was 
trying to die. I stepped in and took hold of the retractors.  Her belly was a pool of blood, 
everything was bleeding.  Every time the pool was suctioned out, it refilled.  She was 
exsanguinating in front of my eyes, and there was no way to stop the flow.  Her liver was 
cut almost straight down the middle, the hepatic veins having been torn off the Inferior 
Vena Cava, and blood pored from the holes.  As they tried to tie of the bleeders, I held on 
to the retractors.  I could feel my feet standing in a pool of warm blood; the warmth gave 
me some hope that life was still inside of this woman.  Her blood pressure was 
dangerously low and all the blood that was going in was spilling out of her at an equal 
rate.  It was soaking my socks. 
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Her heart finally failed from lack of blood supply.  We cut her chest open with a sternal 
saw.  As I massaged the heart, I felt how empty it was; she was dead, she had no blood to 
pump. 
 
I stood over the womanÕs body and said a prayer to a God I donÕt believe in.  I had held 
her heart in my hand, and no one should ever know that feeling.  At that moment, the 911 
beeper went off, and everyone in the operating room rushed out to get to the ER.  ÒDo 
you mind sewing up the body, and putting her in the body bag?Ó asked the Chief 
Resident.  ÒNo,Ó I replied, ÒI donÕt mind.Ó  As I turned back around, I noticed the silence 
in the room.  I grabbed the suture and began sewing up the body. It seemed fitting that the 
two people who least wanted to be in this room would be the last to leave. 
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Standards for  Medical Professionals 

(Students, House Offi cers, Fellows, and Faculty) Practicing Within the Core Health Systems of 
the CU School of Medicine  

I. A professional consistently transmits respect for patients by his/her performance, 
behavior, attitude and appearance.  

A. Respect for privacy and confidentiality.  
1. Knock on door before entering room.  
2. Appropriately drape patient during examination.  
3. Do not discuss patient information in a public area; including elevators, 

and cafeterias.  
4. Keep noise levels low when patients are sleeping.  

B. Respect for self-autonomy and the right to be involved in care decisions.  
1. All professionals introduce themselves to patients and patient's families 

and explain their role in the patient's care.  
2. All professionals wear name tags clearly identifying their names and 

roles.  
3. Time is taken to assure patient and family understanding, and informed 

consent, of medical decisions and progress.  
C. Once a healing relationship is initiated a professional never abandons a patient.  

1. A professional assures continuity of care by clearly documenting who 
will provide care after a patient is discharged from a hospital, and 
informing the patient of how that caregiver can be reached.  

2. A professional responds promptly to phone messages and pages.  
3. A professional is responsible for providing reliable coverage through 

colleagues when he/she is not available.  
D. Present a professional appearance.  

1. All professionals shall comply with acceptable standards of dress as 
defined by the institutions in which they work.  

II.  A professional consistently transmits respect for peers and co-workers.  

A. Respect is demonstrated by effective communication.  
1. Primary care providers will be informed of their patient's admission, the 

hospital content, and discharge plans.  
2. Consulting physicians will be given all data pertinent to providing a 

consultation.  
3. Medical records will be kept legible and up to date; including dictating 

discharge summaries within approved guidelines.  
4. All non-medical professionals who are part of the care team will be kept 

informed of patient plans and progress.  
5. Continuing verbal and written communication will be given to referring 

physicians.  
6. By understanding a referring physician's needs and concerns about their 

patients.  
B. Respect is demonstrated for diversity of opinion, gender, and ethnicity.  

1. The work environment must be free of harassment of any sort.  
2. The opinions of all professionals involved in the care of patients must be 

respected.  
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Case Vignettes 
 

1.  You are on your pediatrics rotation and have admitted a four year old child with 
anemia.  The blood work appears to be consistent with acute lymphoblastic leukemia.  
You are aware that the attending physician has talked with the parents earlier this 
morning.  When you go into the childÕs room, her anxious mother starts asking lots of 
questions:  What did the lab tests show? What does this mean?  What is the prognosis?  
You are uncomfortable since this is your first week of pediatrics and you do not feel 
knowledgeable about leukemia.   
 
2. The medicine team has referred a patient to surgery for a gall bladder removal 
after a difficult hospital course.  While going to the conference room to pick up your 
belongings, you find the surgical team there reviewing this patientÕs x-rays.  You 
overhear the surgical attending discussing the patient with his student, intern and resident.  
She says derogatory statements about the medicine team (all they do is ÒtalkÓ not take 
care of problems, and is critical of medicine for not referring the patient sooner.) 
 
3. A Mexican-American student is repeatedly asked to translate for other team 
members on call nights and during routine ward work involving other Spanish-speaking 
patients, even those patients the student is not following.  What issues are raised in this 
vignette?   
 
4. Lori has joined other students and attendings for neurology/neurosurgery 
radiology rounds.  One of the attendings calls on her to read a head CT, and she narrows 
it down to two diagnoses, either an Intraparenchymal Hemorrhage (IPH) or an Epidural 
Hematoma.  LoriÕs Òfinal answerÓ is an Epidural, which turns out to be wrong.  Just as 
she is about to sit down, another student blurts out, ÒItÕs not an Epidural Hematoma 
becauseÉ. Ó and goes on to explain why not in great detail.  If you were the student with 
all the answers, how might you respond differently? 
 
5. You are a third year student on your medicine rotation.  Your intern is having a 
Òbad monthÓ due to personal problems (grandmother is in hospice, mother coping poorly) 
but has not shared this information with the attending.  Your intern shared these personal 
issues on your first night on call together.  The personal issues have taken a lot of your 
interns time and resulted in frequent phone calls and your intern being late for rounds, 
being distracted during conferences and asking you to get informed consent from a 
patient for a procedure.  Your attending is clearly unhappy with the internÕs work and this 
has resulted to a tense situation on rounds.   

 
6. You have been really enjoying your pediatric rotation and one particular highlight 
is your resident who is bright, funny, very encouraging and a great teacher.  The 
attraction and appreciation are clearly mutual.  Two weeks into your rotation, your 
resident invites you out for a beer. 
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7. A male medical student finds himself on an all-female team during his OB-
GYN rotation.  The team just assumes that the female patients will not consent 
for a male medical student to participate in any exams and he is simply 
excluded.  The student believes that the team should ask each patient first for 
her consent and then follow her wishes, rather than just assuming that she 
wouldnÕt consent.  What issues are raised? What options does this student 
have? 

 
8. A  student finds himself on an orthopedic team with a resident and interns 

who do not know that he is gay.  The team members often make disparaging 
remarks about ÒfagsÓ and laugh about what has been discovered in the rectum 
of an ER patient.  The other medical student on the team knows his 
classmateÕs sexual orientation.  How might the gay student handle this 
situation? 

 

9.  
Mike, a student planning on a surgery career, is on his Hospitalized Adult 
block.  His fellow third year student notices that Mike is often late getting to 
the hospital, blaming this on car trouble, a malfunctioning alarm clock and 
other excuses.  When he gets there, he rushes through pre-rounding and is 
short with his patients. His data gathering is sloppy and his presentations are 
disorganized.  While his fellow student doesnÕt know Mike all that well, this 
behavior is contrary to his former impression that Mike is a good student.  The 
intern is clearly annoyed with Mike who she feels is disinterested in learning 
medicine and has a poor knowledge base.  Despite specific feedback from the 
housestaff, Mike shows no improvement, gets defensive about the feedback, 
and appears preoccupied.  This morning, the intern in her desire to motivate 
Mike, asks him to assist her with a thoracentesis on a patient hoping that he 
will enjoy a more hands on approach to patient care.   
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Inky 
 

 It was an early Monday morning on my Psychiatry rotation and I was feeling 
particularly refreshed after enjoying a relaxing weekend.  I wanted to come in early to 
read over notes on my patients so that I was aware of any events/progress/regression over 
the weekend. I noticed a new admit note for a patient that was added to my team.  This 
patient was involuntarily admitted and placed on a mental health hold for behavior that 
his family described as ÒscaryÓ. Apparently, he had recently become convinced that there 
were people surveying his home and he felt like he needed to protect his family from 
these people and became violent and dangerous in doing so. The provisional diagnosis 
was paranoid schizophrenia.  I quickly developed an image of a violent madman raging 
through the house and anyone or anything that would get in his way.  
 Then I started to read more about his medical history. He had suffered a major 
left-hemispheric stroke many years ago and had been suffering from residual effects since 
then. He had BrocaÕs aphasia and therefore could not express to others his thoughts or 
desires. He also had right sided hemi-paresis and used a wheelchair or walker to get 
around. He had also had seizures and bouts of major depression. The admit note said that 
the patient was clearly upset, distressed, and confused for having been admitted and that 
the only thing he could say was ÒinkyÓ.  
 Over the next few days I spent a lot of time with this patient and got to know him 
very well.   At times he would become very frustrated when no one could understand 
what he was trying to say. It was clear that he was able to formulate his thoughts in his 
head but when he tried to express them the only thing that would come out was ÒinkyÓ. I 
would sit down with him and try to interpret his attempts at expressing himself and as my 
ability to do this improved, I learned a lot more about this man than I had ever imagined.  
 He was a huge baseball fan, especially for the Boston Red Sox and St. Louis 
Cardinals who were both in the midst of playing post season games at that time. As a 
sports fan myself, we had an instant connection around that subject and he was always 
very excited to talk about the games with me. He had a great love for his family and his 
dog and he had a great sense of humor. Throughout his life he had traveled to many 
different places. And regarding the current situation, he did not remotely understand why 
he was even in the hospital since he felt as if he was just protecting his family and his 
home.  He looked forward to seeing and ÒtalkingÓ with me everydayÉ. even though he 
could only say ÒinkyÓ.  And I looked forward to seeing him and the smile on his face and 
the hug I always received. Because of the connection that we made, he would try to 
express things to me before anyone else and I felt so good when I would guess correctly 
what he was trying so hard to say. He would get excited and smile and say Òinky inky 
inky.Ó Sometimes I would even get an Òoh boy.Ó 

He even seemed to handle difficult news better when it came from me. I was 
chosen to be the one to break the news to him that his legal guardian had decided that he 
could not return home but instead would have to live in a facility. It was an extremely 
hard thing for me to do and he must have sensed this as he took my hand and patted it and 
said ÒitÕs inkyÓ. I felt very comforted by this gentle gesture.  

When it was time for him to leave the unit, I sat with him and talked a little 
baseball and told him how much I had enjoyed spending time with him. He looked at me 
with a tear in his eye, took my hand and kissed it and said ÒthankÉ. you.Ó 


