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At the Bedside

ABSTRACT

After COVID-19 first began to spread in the United
States, dentists developed new guidelines that limited whom
they could treat under these emergency conditions. Patients
who faced greater limits to accessing treatment included chil-
dren. Using a case of a child who was not able to access
treatment, I discuss how careproviders might best seek to
maintain their emotional bonding with patients and their loved
ones, even if they must turn them down for an intervention.

I also address whether and when to give patients and
their loved ones warning that access to treatment could be
limited, using illness caused by COVID-19 as an example of
how careproviders may better anticipate patients’ needs at
all times.

Finally, I discuss careproviders’ needs. I suggest that
medical professionals’ culture should make it as easy as pos-
sible for them to acknowledge their feelings of vulnerability,
so that they may better determine, in times of disaster, whether
they should treat or triage patients. Careproviders who triage
may choose to share with patients and loved ones that they
also feel pain when they deny patients an intervention.

In this issue of The Journal of Clinical Eth-
ics (JCE), in “What Is Best for the Child? Pediat-
ric Dental Care during COVID-19,” Priyanshi
Ritwik, Kimberly K. Patterson, and Elsa Alfonzo-
Echeverri present four cases in which children
needed emergency dental care just after the
COVID-19 virus first emerged.1 One patient went
to a hospital emergency room (ER) to get a front
tooth replanted after it had been knocked out in
a bicycle accident. The dentists at the hospital
believed they had to turn him down, in part due
to new professional guidelines promulgated in
response to the pandemic. Under normal con-
ditions, they would have replanted the tooth.
Ritwik, Patterson, and Alfonzo-Echeverri state,
“The decision not to replant an avulsed perma-
nent tooth is contrary to traditional dental train-
ing and practice.”

Significantly, they note this new practice
brought about by the pandemic could create “a
sense of patient abandonment.” The risk of feel-
ing abandoned may also exist for loved ones
when a patient is turned down. In theory, these
feelings of loss are not inevitable. Plausibly, care-
providers could try to prevent them. And when
they succeed, they may be better off themselves.
Ritwik, Patterson, and Alfonzo-Echeverri state,
for example, that treating patients under such
limited conditions was “a humbling and dis-
tressing realization,” and their “angst and burn-
out from this endeavor is palpable.”
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In this article I will explore how carepro-
viders might seek to prevent patients and their
loved ones from feeling abandoned when they
are turned down by careproviders. This issue
has been addressed when patients request treat-
ments that are outside medical standards of
care,2 but these refusals are different than the
cases that Ritwik, Patterson, and Alfonzo-
Echeverri describe. I will explore how we might
seek to prevent feelings of abandonment. First,
I will discuss ways that patients and loved ones
who experience feelings of abandonment may
respond, particularly on how patients and loved
ones may experience anger, and how carepro-
viders may take preliminary steps to limit or pre-
vent that response. I will discuss the pros and
cons of warning patients and loved ones about
the allocation of limited resources, when this
may happen, and approaches to use when warn-
ing them. These approaches may even be help-
ful under more “normal” circumstances.

Second, I will discuss how careproviders
themselves may fare better; their feelings are im-
portant in their own right, and if they fare bet-
ter, so may their patients and loved ones.

Third, I will comment on how careprovid-
ers may most help patients and loved ones not
feel abandoned—although the extent to which
this is possible is not known. The approach I
suggest goes against what many careproviders
do and against what medical students are taught,
for the most part: to show their emotions.

If careproviders who use these approaches
are able to help even a small number of patients
and loved ones avoid feeling abandoned, the ef-
forts seem to be warranted. Patients, loved ones,
and careproviders would feel better, and their
relationships would remain intact. Which is
probably what all of the parties would want.

PATIENTS

In one case related in the article by Ritwik,
Patterson, and Alfonzo-Echeverri, a 15-year-old
had a tooth knocked out, and he kept the tooth
in cold milk to preserve it during the 40-minute
trip to the hospital. The dentists there declined
to replant it. This was in part “in accordance
with the guidelines set forth by the International
Association of Dental Traumatology.” Under nor-
mal (nonpandemic) conditions, these guidelines
ensure the “long-term retention and favorable
prognosis of traumatized teeth, particularly
when they are permanent teeth.” But after

COVID-19 emerged, these guidelines prescribed
emergency care only for “odontogenic swell-
ings.” Thus, “replantation of avulsed teeth was
not then to be performed” according to these
guidelines. This decision, Ritwik, Patterson, and
Alfonzo-Echeverri state, was “contrary to tradi-
tional dental training and practice.” It was,
though, they report, typical of the changes that
dentists made after COVID-19 emerged.

The Use of Professional Guidelines
In this case, the dentists did follow their pro-

fession’s latest guidelines. That they did this,
raises an initial ethical question: to what extent,
generally, should careproviders follow their pro-
fessional guidelines? For example, they could
adopt other criteria, like patients’ pain. Guide-
lines reflect the views of leading experts, and,
when followed exclusively, may maximize jus-
tice. That is, when the  guidelines are followed
exclusively by all careproviders in making allo-
cation decisions, there is less chance that they
will choose different criteria as they exercise
greater discretion. But this possible gain may
also be a limitation: careproviders cannot then
tailor interventions to most meet their patients’
individual needs.

David T. Ozar, in his response to Ritwik,
Patterson, and Alfonzo-Echeverri,  “Learning
about Professional Ethics from Inter-Professional
Dialogue,” addresses especially the pluses that
guidelines offer.3 As an example, he describes
how principal outcomes help dentists to priori-
tize practice values to optimize their patients’
care. Earlier, in a separate article, Ozar asserted
that those who write guidelines are experts in
their fields, and have a “special kind of exper-
tise.”4 But this special expertise is not necessar-
ily in ethics. The late Robert M. Veatch, an emi-
nent medical ethicist, wrote: “Most critically,
physicians have to understand that patients also
bring moral views to the relation that the pa-
tient considers authoritative. Ideally, a moral
meeting of the minds will occur so that lay per-
son and professional can share common moral
world views. These shared norms may be in-
compatible with morality coming from profes-
sional sources.”5 In sum, Veatch argued that even
when those who write guidelines have the best
intentions, they may still impose their medical
biases on patients.

Ozar speaks in the earlier article of the spe-
cial authority that the larger society grants pro-
fessions.6 The moral weight this point warrants
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may vary, depending on the moral stature of the
larger society. Its stature might depend, for in-
stance, on its inclusiveness of minority groups
and on how it treats its worst-off. Kimberlé W.
Crenshaw’s “intersectional approach” is an ex-
ample of such a problem. She proposed decades
ago that people who are subjected to discrimi-
nation due to their race, gender, or class may
not be the most vulnerable, because they may
be more easily identified. Those who are likely
to be at greater risk, she contended, suffer less
from any single source of discrimination, but
suffer more over all, because they are members
of more than one of these groups.7

The strongest arguments against relying ex-
clusively on guidelines are, most generally, at
the outer margins of cases to which the guide-
lines  apply. The following examples are illus-
trative. A first example is when careproviders
report child abuse or neglect. Some parents may
spank with excessive force, and some would
argue that even spanking is abuse. Careprovid-
ers may or may not believe this is abuse that
they must report. Some careproviders believe
that, in spite of professional guidelines that state
abuse should be reported, they don’t need to re-
port it, because they believe that these families,
and especially the children, may do better if they
treat rather than report them. This particularly
may be the case when careproviders know the
family and have the parents’ trust. If carepro-
viders do report, it may end the relationship they
have with parents and may be worse for the pa-
tient and the family.

A second example is a conflict that carepro-
viders experienced in the past. At one time it
was thought that careproviders who treated pa-
tients who were suicidal should ask them to sign
an antisuicide contract. Some careproviders dis-
agreed with this, as they feared that if they made
this request, it could undermine patients’ trust.
Thus, some would not ask, and some of those
who did ask explained to their patients that they
thought asking was wrong, and why.8

A third example is careproviders who refuse
to sign out a patient from an ER or hospital
against medical advice (AMA). They may fear
that if they sign the AMA form, it may jeopar-
dize their positive relationship with the patient.
Optimal care for these patients should include
follow up,9 but if the patient-careprovider bond
is severed, that may have suboptimal results.

This last example may require exceptional
courage, especially when other staff members

strongly disagree.10 The line between having
courage and having too much courage—that is,
an action that may cause harm to a patient—
may be difficult to draw, and this question may
arise whenever careproviders consider depart-
ing substantially from guidelines. This question
may arise in many situations; for example, a
careprovider may request a discounted cost for
transportation, such as a bus, to help a patient
access treatment, or a careprovider may go to
court to support a patient who faces legal ac-
tion, even if this only means that the carepro-
vider will sit by the patient. Some may see the
examples given above as careproviders’ going
beyond prescribed professional boundaries.

Thinking through, Initially, the Reasons
The principle of justice usually pervades

professional guidelines. Careproviders may
hope that patients and loved ones, disappointed
about being turned down for a treatment, will
see the fairness underlying the decision and ac-
cept it. Thus, when experts design algorithms
to determine how to distribute limited resources,
such as kidneys for transplantation, they try to
make the schemes understandable to the gen-
eral public.

During a disaster, however, it is common for
decisions regarding the allocation of limited re-
sources to rely mostly or completely on the ethi-
cal principle of utility. In this context, utility
means promoting the greatest good for the great-
est number, in some way. When the criterion of
utility is used exclusively to allocate resources,
it effects the justice of these decisions, because
the priority of all patients is determined by this
one criterion. Careproviders who are tasked with
the triage of patients, during and after a natural
disaster, may use this criterion alone, and re-
flexively. The use of this criterion alone may be
easier to defend, because all of the judgements
made, based on utility, are (at least in theory)
quantifiable, and one quantitative outcome can
be weighed against every other.

But translating benefits and risks into com-
peting net numbers that can be compared and
weighed against each other is less objective than
might be imagined. A core ethical question is,
whose quantitative judgment should apply? Pa-
tients who currently receive kidney dialysis, for
example, may see its quantitative value far dif-
ferently than people who are healthy. This dif-
ference is particularly important because people
who are better-off or who make up any majority
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may underestimate the needs of those who are
worse-off.11

Careproviders who make allocation deci-
sions, including emergency dental care, may
want to consider other, additional values beyond
guidelines that are not quantifiable. Two ex-
amples of the use of other values to make allo-
cation decisions can be found in the stories of
patients, loved ones, and careproviders who
were stranded for days in the flooded Memorial
Hospital in New Orleans, after Hurricane
Katrina, in high temperatures, without power
for ventilators or air conditioning. One example
of the use of different values was the decision
that, when rescue efforts became possible, pri-
ority would be given to the rescue of all mem-
bers of a family at the same time, to avoid the
possibility that some might be left behind.12

A second example concerned a pregnant
visitor who was stranded at the hospital.13 Be-
fore Hurricane Katrina hit, hospital staff had set
aside food and water, so they could continue to
care for patients if they became isolated. When
food and water became scarce, the staff won-
dered whether they should offer to share their
food and water with the pregnant woman. The
supply of food and water was limited, and shar-
ing it would violate, in its simplest sense, the
principle of utility.14

Sharing the Reasons Why
Careproviders may opt to share with patients

and loved ones why they were turned down for
an intervention and what was considered in the
decision that was made—if patients and loved
ones want to know. This may help them feel less
abandoned, or not abandoned at all. If the deci-
sion makers considered going beyond the use
of guidelines and/or the principle of utility, and/
or considered other values in making the deci-
sion, learning this may enable patients and loved
ones to better accept the decision that was made.

Another factor to be considered in alloca-
tion decisions is patients’ pain. Their pain could
be physical or emotional, visible or invisible,
although, as these categories indicate, it may not
be possible to use the extent of patients’ pain to
decide whose needs should be assigned prior-
ity. But the use of pain as a criterion may be
optimal, because it is a negative aspect of ill-
ness with which we can all readily identify. By
describing the use of such additional criteria to
patients and loved ones, careproviders may be
able to communicate that who those are mak-

ing allocation decisions are trying to do the best
that they can.

To see if patients and loved ones want addi-
tional information, careproviders may take the
initiative to ask whether they want to know the
ethical grounds considered and why these de-
cisions were made. Such initiatives and open-
ness may help prevent patients and loved ones
not feel abandoned. This introduces an idea that
I will elaborate: that careproviders may present
themselves as patients’ allies by sitting side by
side with them, and even indicate that they are
helpless regarding decisions that have been
made, as alien as that idea may be to patients,
especially in a time of epidemic.

Responding to Anger
Even when patients and loved ones under-

stand why patients will not receive treatment,
they may still feel angry. I think of a doctor
whose father recently died due to COVID-19.
The father’s careproviders denied him a medi-
cation that could have helped him and possibly
could have saved his life. They didn’t give it to
him because it was in short supply at the time,
and he was elderly. His daughter understood that
this was plausible basis for this decision, but
she remains no less deeply bitter today.

Since careproviders can know that patients
and loved ones may respond with anger, they
should be as prepared as they can be to respond
to this in the best ways possible. There are many
ways to reduce feelings of anger. Many are cog-
nitive. One now used commonly that anyone
can easily apply was taught by Elvin V. Semrad,
a psychiatrist revered by colleagues and resi-
dents for, among other reasons, being exception-
ally able to reach patients whom no else could
reach. Patients who had been continuously psy-
chotic would, for example, when speaking with
him, suddenly become lucid, only to immedi-
ately become psychotic again once he left.14 He
advised psychiatric residents when they felt
angry to just push their right big toe down in
their shoe and “keep quiet.”15 I will refer to
Semrad subsequently. His work supports a core
intervention I will later suggest.

One approach careproviders sometimes use
when patients and loved ones express anger is
to try to “set boundaries.” Careproviders may
say, for example, “I will not accept you speak-
ing to me in this way.” I suggest that they in-
stead seek to understand. Once they believe they
do understand, they nonetheless should check
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this out further: “Do I have this right?” they
might ask themselves. They should then seek to
support some basis for the expressed anger.
There will always be some sound basis for it.

Careproviders may go further and indicate
they believe they would feel the same way (if
this is substantially true), even when anger may
not be a rational response. Some careproviders
report that when patients who seem emotion-
ally walled-off suddenly feel understood, they
spontaneously had tears. As Jonathan Haidt
wrote, “Cultural psychologists tell us that the
independent, thick-walled self is the norm in
Europe and in North America, but not else-
where.” We may be biologically more influenced
by others than we think.16

Some patients may, on the other hand, seem
to resent this kind of response. They may think
careproviders who say this are expressing
“crocodile tears.” Careproviders who want to
avoid this risk may seek to lessen the possibil-
ity by saying something like, “I want to say how
I think I would feel just like you do, but I feel
scared that if I do, you might think that I see
your pain as less than it is.” This could be seen
as cliché, but still, it may be worth doing.

Patients and loved ones may, for example,
be more affected by these statements later on.
Later, they may note that their careprovider said
these things and infer that, at that time, the care-
provider really cared. Careproviders may even
let themselves cry. This, too, may have pluses
and minuses. Nadine Kaslow notes that when a
careprovider cries, but not the patient, the care-
provider can say something like, “ ‘I think I may
be crying because . . .’ ” or ask the patient, “
‘What is your response to my shedding some
tears?’ ”17 This might evoke harmful anxiety, as
the patient may be faced with whether or not to
share a negative response.

Giving a Warning
When patients like the young man who

knocked out a tooth and was not treated at the
ER suddenly learn they will be turned down, it
may be a sudden shock because they have re-
ceived several pieces of bad news all at once.
Careproviders may be able to reduce this shock
by alerting patients in advance about the possi-
bility that interventions may be denied.18 Care-
providers may tell patients that there is a risk
they may be turned down for limited resources
when there is any possibility that may occur.
For example, patients who have COVID-19 who

present at an ER may come to need a ventilator.
Should they be warned there may not be enough
ventilators when they first arrive? Or be warned
when it appears they may need a ventilator? Or
when they do need one, and there may not be
one available? Giving patients this information
early on respects them,19 as it may soften the
blow of learning about it all at once. On the other
hand, warning patients early on may evoke para-
lyzing fear and distrust.

Similar pros and cons can be applied widely.
Ethics consultants may, for example, urge care-
providers to provide an intervention for only a
limited time, and then, later on, to continue the
intervention if it is warranted. In these instances,
careproviders can tell patients and loved ones
in advance that this may be a time-limited in-
tervention. Careproviders may go even beyond
this and share with patients the criteria that will
be used to make allocation decisions, if patients
want to know the criteria, when there is time.
This offers the careproviders, patients, and loved
ones the possibly of recrafting the decision-mak-
ing process. Working together in this way rep-
resents the kind of alliances that may seem para-
doxical and even alien, that I urge careprovid-
ers to consider.

Both the pros and the cons here are substan-
tial, and there is likely more than one ethically
reasonable view regarding whether or not to
warn patients in these circumstances. Would
most patients want such advance warning? This
answer might differ based on the patients them-
selves. Some may, for example, be able to use
the emotional defense of denial very success-
fully.20 That is, they may be able to pretty much
ignore the risk that they may later need a venti-
lator and not have access to it. But other patients
may lack this capacity. In response to such a
warning, they may anticipate the worst-case sce-
nario and obsess about it. Their quality of life
may be negatively affected because their obses-
sions may interrupt everything for them. They
might be better off not knowing.

Careproviders face uncertainty, as they can-
not know how patients will respond. Carepro-
viders have several options. They may decide
not warn. Alternatively, they may ask patients
and loved ones whether denial has worked for
them in the past. Based on this answer, patients
and careproviders may decide together when, if
ever, careproviders should warn.

There is a more paternalistic option: care-
providers may advise patients to not imagine
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worst-case scenarios. Careproviders may go even
further and refuse to discuss worst-case sce-
narios, and explain that doing so would be too
likely to do harm. This could be softened by an
offer to refer patients and loved ones to another
careprovider who might be willing to discuss a
warning with them.

Patients might feel ruffled by this last ap-
proach, and careproviders would have another,
final alternative. They may tell patients and
loved ones why they do not want to discuss this,
but let them make a decision about it. Practi-
cally, this may not be possible, because even rais-
ing the question may alert the patients and loved
ones to the possibility that they may later need
a ventilator but one may not be available. This
is like the dilemma careproviders face when
loved ones request, before a diagnosis is made,
that careproviders not tell patients if they have
a fatal illness. If careproviders ask patients about
who should receive diagnostic findings, it may
lead patients to conclude that it is possible they
have a fatal illness.

Implications in Non-Crisis Situations
While it is important that careproviders an-

ticipate patients’ needs during a crisis, as the
dentists did in the cases in the article by Ritwik,
Patterson, and Alfonzo-Echeverri, in some ways
it may be much more important to do so when a
crisis isn’t ongoing, due to the much greater
numbers of patients that may be involved. An
example I will use to illustrate this is children
who need dental care. Even under “normal” con-
ditions, some children who have more severe
special needs may have difficulty accessing the
exceptional care that they need.

I think here of children with severe autism
and similar conditions that may result in their
screaming in terror when they come to a dental
office if they have previously received treatment
in a dental chair.21 I recall, for example, unfor-
gettably, a mother who told me of her experi-
ence seeking the dental care she needed for her
child. She needed to find a dentist who would
be willing to sedate her son before treatment so
that he could sit in a dental chair and get the
care he needed. She finally did. Such parents
and children need optimal care that is not al-
ways easy to access.22

Nursing schools, medical schools, and other
institutions that train careproviders are now
teaching students how to better provide excep-
tional care. Students learn, for example, the mne-

monic IHELLP to easily remember core areas in
which patients are likely to need their help,
namely their “external” needs to better access
medical care: income, housing, education, legal
status, literacy, and personal safety. “Income”
includes patients’ housing, electric, heating, and
telephone bills. “Legal” includes immigration
status.23 Students learn how best to ask ques-
tions; when asking patients about income, for
instance, they might say, “Do you have difficulty
making ends meet at the end of the month?”24

Careproviders who are at the “front-lines”
may be best suited to ask patients such ques-
tions. They might need readier access to others
who can implement the remedies that they,
through these frontline inquiries, have un-
earthed. The dentists Ritwik, Patterson, and
Alfonzo-Echeverri model how to do this. They
anticipated patients’ needs that only others
could provide and referred patients who needed
this special care to them.

CAREPROVIDERS

When careproviders must make allocation
decisions, they may experience extreme stress,
as Ritwik, Patterson, and Alfonzo-Echeverri
note. For example, doctors in Italy have been
reported as “weeping in the hospital hallways”
in response to the choices they have had to
make.25 As an example of the anguishing deci-
sions they may have to make, they might have
to withdraw a ventilator from patients who
might or even would survive if they could stay
on a ventilator. This might need to be done to
save greater numbers of patients. Doing this re-
quires careproviders to break their implicit
promise to patients, and is not, obviously, at all
why most if not all entered medicine.26 A switch
from a patient-centered ethic to a public health
ethic that favors the interests of many is stress-
ful.

An approach commonly used to reduce such
stress is to wholly separate careproviders’ roles
of treating and triaging patients. There may be
an additional process that careproviders may use
to help them further. This is to acknowledge the
differences among careproviders in the degree
to which they take patients’ suffering home with
them, and adopt the role that they will play dur-
ing a crisis accordingly. I have discussed how
patients may differ in the extent to which they
can effectively use denial. Likewise, careprovid-
ers may differ in the extent to which they can
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leave what they feel for patients at work, so that
it does not impair them at home, or, as is said,
to “compartmentalize.”

There may be subtle but still implicit pres-
sure on careproviders to appear as if they are
sufficiently resilient when they see patients,
despite their different degrees of suffering. It may
be that this pressure and culture should be
changed, to the extent that differing degrees of
suffering do exist. Careproviders could be en-
couraged to explore where they are along this
continuum, and could then seek or be assigned
to treating or triage duties based on where on
the spectrum they are.27

Granted, it could be possible for careprovid-
ers who could be excused on this ground from
treating or triage duties, if they abhor one or the
other, to game this system.28 They could claim
that they have a vulnerability to one kind of
stress when they don’t. Still, to any degree that
this approach could reduce careproviders’ stress
when they see patients, in either of these con-
texts, it is most likely to be beneficial to patients
and careproviders. Any decrease in tension that
careproviders feel may decrease patients’ stress
as well. As Semrad said, “People affect each
other.”29

The goal is to benefit careproviders, patients,
and loved ones by creating a professional medi-
cal culture in which careproviders can most
fully acknowledge themselves as they are. This
is the same plan of openness that I will suggest
careproviders adopt when they engage with pa-
tients who have been turned down for an inter-
vention.

HELPING PATIENTS AND LOVED ONES
FEEL LESS ABANDONED

I have outlined steps that careproviders can
take to help patients and loved ones feel less
abandoned when they are turned down for treat-
ment, if that is at all possible: thinking through
in advance the best rationales for the allocation
of resources and then sharing them with patients
and loved ones, if they want to know about it.
Patients, loved ones, and careproviders may de-
cide on any additional steps careproviders might
want to take to help patients and loved ones get
what they want. This might include, for ex-
ample, going with patients or loved ones to ap-
peal a decision to someone who has the author-
ity to make a different decision, when there is
still time. And careproviders could choose to

support, rather than confront, patients and loved
ones should they “retaliate” with anger.

Beyond these interventions, the most impor-
tant intervention that careproviders should con-
sider is to offer to share with patients and loved
ones their feelings about why the decision was
made to turn down treatment for the patient. In
these situations, careproviders may also feel
helpless. The choice made may be the opposite
of the one that they wanted made. They can ac-
knowledge that their feeling of pain is but a small
fraction of the pain they imagine patients and
loved ones feel. They can explicitly state this.

As noted above, when careproviders share
their own feelings, it may break down the emo-
tional isolation that patients and loved ones may
experience at being turned down for a treatment.
This occurs even with suicidal patients, and if
careproviders can help suicidal patients by shar-
ing their feelings, this might be possible in other
contexts. Psychiatrists who have written about
Semrad note, it may be that the heightened emo-
tional investment required to develop a connec-
tion “can be lifesaving.”30 There is perhaps no
better example of this than one which involves
Semrad:

[A] chronically self-lacerating, suicidal pa-
tient suffering from a schizo-affective disor-
der reduced her first-year resident psycho-
therapist to a state of helpless self-doubt and
anxiety by escalating her behavior in the face
of his somewhat detached, rather imper-
sonal interpretive approach. He consulted
Elvin Semrad. During their discussion he
burst into tears, so great was his distress at
his patient’s plight. Semrad said, ‘I think if
you will show your patient what you have
just shown me, she will stop cutting herself.’
The resident confessed his distress and help-
lessness to his patient, and told her he des-
perately wanted to help her, but did not
know how. She stopped cutting herself.31

Careproviders cannot be sure that patients and
loved ones will respond positively when they
share their feelings. As the psychiatrists who
wrote about Semrad noted, “Some patients ben-
efit from being able to experience feelings with
a caring, empathic therapist, and some appar-
ently never do. Perhaps ‘as long as it takes’ can
be ‘never.’ Yet we may not be able to know how
long, if at all, ahead of time.”32

Such sharing may include crying, even
though many careproviders may see this as un-
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professional. In one study, three-fourths of thera-
pists said they had cried during a treatment ses-
sion.33 Patients and loved ones may not respond
positively; they may think, for example, “But
this is not about you, this is about my feeling
pain,” whether or not they say it. Worse, they
may infer from careproviders’ saying they know
how patients and loved ones feel indicates that
the careproviders can’t fathom the extent of the
pain that they feel.

Careproviders who anticipate such a pos-
sible response may seek to reduce this risk by
first noting that they know what they feel is only
a tiny fraction of what they imagine patients and
loved ones are going through.

Careproviders’ personal disclosure may
have a strong effect. Diana Cejas, a pediatric neu-
rologist, shares with patients who have a dis-
ability that she has a disability that is otherwise
invisible. She writes:

Their stories are all different. There was the
boy with cerebral palsy who just wanted to
play little league. The teenage girl who’d had
a stroke who wondered if she’d ever get used
to her new crooked smile. . . . Most of them
with conditions they were born with, en-
coded in their DNA. . . . At some point dur-
ing our first or fifteenth appointment, I
turned to them and told them a secret: their
doctor had a disability just like they did.34

She believes that when careproviders share
their own vulnerabilities, it can make a profound
difference in patients’ lives. She says, “how rare
it was to see a doctor openly speaking about their
disabilities. . . . We know that when doctors and
patients share common experiences, their part-
nership can be strengthened.” There is “some
controversy,” she explains, “about whether phy-
sicians should disclose their disabilities to pa-
tients. . . . This kind of thinking separates phy-
sicians from patients entirely, dismissing the fact
that some of us are both physician and patient.”
This separation, she suggests, may be a gap that
careproviders can and should seek to overcome.
This involves the hope that careproviders might
pursue, even in this context, a common ground
they share with patients and loved ones, even
though their roles and power differ.

Patients and loved ones may find meaning
when careproviders offer to share their feelings.
As Semrad noted, the “one thing . . . any of us
need is to be connected with someone.”35 Fur-
ther, he said, “If patients have one relationship

in which they feel comfortable, they don’t go
crazy.” He said to such patients, “The one thing
I can promise you is I will hear you, I will actu-
ally with a heart and a half, look to sit with you
and really try and have an opportunity to walk
with you through this time. . . .”36 This connect-
edness echoes what Cejas has experienced and
urges.

The last link in this chain may be that pa-
tients and their loved ones will never again feel
bonded with their careproviders after they have
been turned down for a needed intervention.
Whether or not an allocation decision makes
sense, patients’ and loved ones’ emotional re-
sponses may be simply too reactive and pre-
dominant for such severing not to occur. Yet,
there may be another seemingly paradoxical
emotional response that is possible. Patients and
loved ones may still be able to bond with care-
providers, even when they have just been turned
down to serve another a medical good. They
may, notwithstanding their feelings of pain, be
able to transcend this emotion if they can find
meaning that is sufficient to overcome it.

Here, I rely on the work of Victor E. Frankl,
who lost loved ones in a concentration camp
during World War II. He survived his own im-
prisonment and believed that if we can find
meaning in our lives, we may be able to tran-
scend its worst horrors. He related the words of
a Polish prisoner: “ ‘if the SS leads you to a gas
chamber or to a mass grave to execute you on
the spot, and you can’t do anything about it—
except for going your way with dignity—you see,
this is what I call heroism.’ ”37 The prisoner iden-
tified that he still had agency: he could walk
forward in his own way. This is ‘attitudinal hero-
ism,’ so to speak,” Frankl added.

Similar positions are put forth elsewhere.
Members of the military who are captured know
that all may break due to torture and stress, and
they may find meaning in being able to survive
it. This is illustrated, with apologies for its gro-
tesqueness, in the following, harrowing ex-
ample. A father detained by a Guatemalan mili-
tary group was given a choice: he could rape his
teenage daughter or watch a guard rape her. He
chose the latter. After this he was forced to rape
her himself. Steven M. Southwick and Dennis
S. Charney, who report this in their book, Resil-
ience:  The Science of Mastering Life’s Greatest
Challenges, state that finding meaning for some
people after such an unbearable event is just to
retain “a modicum of sanity.”38 As these authors
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imply, there may be some meaning even in this,
but, we might ask, what if the father had refused
and chosen death over harm to his daughter?
Both may have survived, but at what cost?

These last two examples are horrific. My
only reason to include them, with apologies, is
that they suggest why patients and loved ones
may, if they are able find meaning in their care-
providers’ offer to share what they feel, be able
to continue to be able to bond with their care-
providers, and find benefit in those relation-
ships, although some “choices” such as the ones
posed here are brutal and murder the soul.

CONCLUSION

In this article I have pursued a resolution
that may be impossible: for patients and loved
ones to feel bonded with their careproviders, and
not abandoned when they are turned down for
a medically warranted intervention that they
need or want. Logically, the allocation decision
may seem justifiable, but it still may be a deci-
sion that they emotionally can’t accept. Perhaps
they never will. Still, if careproviders share the
feelings of helplessness that they too may feel,
bonding may be possible.

I have discussed whether careproviders
should warn patients that a treatment may be
denied; that careproviders could work to im-
prove patients’ access to treatments in “normal”
times; and whether careproviders might be able
to acknowledge their lack of capacity to “take
home” patients’ suffering. In regard to the last
topic, I suggested that careproviders may be able
to relieve their stress by changing whether they
treat or triage patients, and that doing this may
benefit patients as well as themselves.

My core point, though, has been that care-
providers may try, when they feel they must turn
patients down, to take additional measures, in
the hope that it may help patients and loved ones
to continue to bond with them, to go through
the steps together, side by side. The chief inter-
vention I suggested is to offer to share their own
feelings with patients and loved ones. Patients,
loved ones, and careproviders may all feel help-
less, although in wholly discrepant degrees.
Merely making the offer to share their feelings
may plausibly connote that they still care.

The attitudinal framework, to quote Frankl,
that underlies this intervention is, in some ways,
radically different from the one many carepro-
viders may subscribe to now. This new frame-

work is that careproviders can be allies of pa-
tients and loved ones in facing obstacles that
none of them can overcome, rather than for care-
providers to keep their distance, since they are
better off.39 As Semrad put it, “We’re just big
messes trying to help bigger messes, and the only
reason we can do it is that we’ve been through
it before and have survived.”40

NOTES

I thank Norman Quist for numerous insights he
gave me on this article.
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