
WRITING NARRATIVES

Albert Schweitzer, William Carlos Williams, and Managed Care

In this narrative I try to describe the influences, such as Albert Schweitzer, William Carlos Williams,
Harold Johnson, and others, that shaped my medical career, my thinking, my poetry—and my per-
spective on primary care and medical education. The central themes of my narrative reflect on the
importance of scientific thinking, patient-physician relationships, and empathy, gentleness and self
effacement as core values in medicine, both in caring for patients and promoting a collégial work
environment. The narrative examines my understanding of the current cynicism about the future of
medical virtue; and I hypothesize that the rapid changes in the medical system within the 1990's in
the long run may be beneficial for the future of generalist practice and human values in medicine.
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Martin Kohn asked me, first,
to identify the persons

and situations that influenced
me to become a physician and,
in particular, to choose a gener-
alist career. Secondly, he asked
me to consider whether (and in
what ways) these action-guides

Reminiscence

I find it easy to identify action-
i. guides from medical training

and later (although they don't
necessarily point toward gener-
alist practice), but it is much
more difficult to pinpoint how I

might be relevant to today's wound up on the doorstep of
medical students and young medical school in the first place,
physicians. The project also re-
quired me to attempt, at least, to
avoid nostalgia, a difficult task
because epidemic nostalgia is
sweeping American medicine.
We are being devastated by an
especially virulent
form of nostalgia
that attacks physi-
cians of all ages,
rather than just
the old and infirm.
The clinical syn- '
drome includes an
almost irresistible
desire to romanti-
cize the past while
c o m p l a i n i n g

about the rapid Albert Schweitzer
changes in health care that question my motivation and
threaten to destroy our profes- maturity, no matter what my
sion. Therefore, be cautious. If grades were. Since I loved lit-
you encounter even a suggestion erature, and wrote and pub-
of nostalgia in the following lished poetry in college, a hypo-
pages, proceed at your own risk, thetical career counselor would

My childhood and adolescence
are notable for the lack of any
personal experience with physi-
cian role models. I completed
college without ever having vol-
unteered in an emergency room

or hospital. As
far as I'm aware,
I never had a
sustained con-
versation with a
physician about
anything. Given
that record, a
medical school
a d m i s s i o n s
committee to-
day would al-
most certainly
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likely bave pegged me for
graduate study in English.

How then did I choose
medicine? As far as I can tell,
my first role model was Albert
Schweitzer, wbo entered my
adolescence via books and tele-
vision. In the late 195O's
Schweitzer was the Grand Old
Humanitarian of the world. He
immediately appealed to me be-
cause he was a Renaissance
man, a man who bad tbe energy
and creativity to excel in a mul-
titude of fields—philosopher,
theologian, musician, musicolo-
gist, physician, and humanitar-
ian. As a teenager in
Uniontown, Pennsylvania, I vi-
sualized myself by day working
at Schweitzer 's side in the
jungles of Gabon and, in the
evening, listening to bim play
Bacb chorales under tbe African
sky. I was infatuated with tbe
romance and intensity of his life.
I remember reading (although,
in retrospect, witb virtually no
understanding) bis early tbeo-
logical masterpiece. The Quest
for the Historical Jesus, and strug-
gling witb his concept of "rev-
erence for life" in Civilization and
Ethics. Schweitzer's work
ranged from the theoretical to
tbe practical, from the abstract
world of ideas to tbe concrete
world of human suffering, from
tbe security of cburch and uni-
versity to tbe risky life of a mis-
sionary doctor.

Later, in college I learned
about existentialism and read
tbe novels of Camus and Sartre.
Dr. Bernard Rieux in Camus' The
Plague provided a second pow-
erful medical image for me.
Here was another man wbo de-
voted himself to duty in the face

of insuperable odds, who was a
humanitarian as well as a pby-
sician. Like Schweitzer, be prac-
ticed in a distant, mysterious
place. Unlike Schweitzer, how-
ever, Rieux struggled to affirm
life in the context of a chaotic,
meaningless world, ratber than
as a corollary to religious faith.
As a young man in the early
196O's, I was keen on creating
meaning out of meaningless-
ness.

In tbe fourth year of
medical scbool, I spent several
months in Jamaica working with
Harold Johnston, an
elderly Jamaican phy-
sician who, in bis re-
tirement, had started
a new career as the
public health officer
for bis home parish. In bis ear-
lier life. Dr. Johnston had been a
university physician who spear-
beaded tbe campaign to eradi-
cate yaws, a spirocbetal disease
related to syphilis, from the Car-
ibbean region. This was an ac-
complishment for wbicb Queen
Elizabeth awarded bim tbe Or-
der of the British Empire.
Harold Johnston was also a
preacher in tbe Seventh Day
Adventist church, a vegetarian,
and, most provocatively, a man
witb a mysterious past. In tbe
long (and very boring) Jamaican
evenings we spent at Dr.
Johnston's bouse, my wife and I
would construct romantic sto-
ries to explain bow be came to
have a distinctly non-religious
tattoo on his right forearm. We
imagined our mentor's days as
a Jamaican medical student in
Edinburgh and, even earlier, bis
entirely fictional life as a hard-
drinking sailor.

My feelings of love and
admiration for Dr. Johnston
were mingled with more am-
biguous feelings—frustration,
impatience, anger, and a deep
sense of inadequacy. Living and
working witb sucb a person was
more difficult than I bad imag-
ined. I liked to eat meat, for ex-
ample, and listen to rock-and-
roll. I found myself complain-
ing tbat be was too generous,
too uncompromising, and too
free witb good advice. I was
concerned about whether we
would get good enough data to

warrant publishing a paper,
while be seemed to feel tbat
rigorous design was unim-
portant. Interestingly, Dr.
Johnston (like Albert
Schweitzer) was a reserved,

austere, and ratber distant per-
son, a man wbo in some ways
never quite "fit" into the commu-
nity be served.

Another important influ-
ence was the atmosphere of so-
cial activism in tbe late 196O's
and early 197O's. I attended col-
lege and medical scbool during
the peak of tbe American Civil
Rights Movement, wbicb later
blended into tbe anti-Vietnam
War Movement during my clini-
cal years and post-graduate
training. Annually at tbe Uni-
versity of Pittsburgh tbe fourth
year medical class put on a mu-
sical satire, wbich in my year
was called Medic Hair after the
popular Broadway musical Hair.
We were convinced tbat the Age
of Aquarius bad begun and we
were about to remedy poverty,
racism, and poor access to
bealtb care in America. We were
imbued witb a sense of energy,
commitment, and "can do."

REFLECTIONS: WINTER 1999 9



RE-IMAGINING PRIMARY CARE NARRATIVES

While our parents had failed the
poor and become addicted to
materialism, we were not going
to follow in their example.
While they had started the war
in Vietnam, we were going to
stop it.

The social activism of
those years also contained the
seed that grew into the "per-
sonal fulfillment" movement.
Flower children throughout the
country were dropping out,
smoking dope, using acid, and
experimenting with various
peace-and-love lifestyles. Dur-
ing my internship at the Univer-
sity of Pennsylvania, some close
friends decided to leave their
university jobs and join a com-
mune in Colorado. I remember
feeling a bit ashamed (and defi-
nitely defensive) when I ex-
plained to them that, instead of
joining a commune, I was plan-
ning to study public health and
then practice medicine on an
Indian reservation in the United
States Public Health Service.
They told me tbat by working
for the government I would be
compromising my principles
and selling out. Tbey were con-
vinced that any attempt to "do
good" within the system was
bound to fail. Their solution
was to seek personal growth and
fulfillment as part of a small
community of like-minded
people. For some time I ques-
tioned whether my decision not
to drop out was really in the ser-
vice of some ideal, or simply
represented a lack of courage.

I also encountered an-
other, less idealistic, set of influ-
ences in medical training. At the
University of Pittsburgh there
was little or no exposure to pri-

mary care or generalist role
models. Family medicine was in
its infancy and not yet repre-
sented in Pittsburgh. The faculty
was hostile to general practice,
which it considered to be an in-
ferior craft, lacking dignity and
intellectual bite. Internal medi-
cine held sway as the sine qua
non of the medical profession; it
still seemed possible to become
a "compleat physician" in the
image and likeness of Sir Will-
iam Osier. However, it seemed
that academic physicians had in-

terpreted the generalist dictum
of "treating the whole patient" to
mean understanding how all the
organ systems function together,
rather than approaching patient
care from a biopsychosocial per-
spective. In Pittsburgh Dr. Jack
Myers, tbe Chief of Medicine,
exemplified this approach. To
me Myers was a frightening
man—sharp, arrogant, insensi-
tive, but awesome in bis knowl-
edge of pathophysiology and
differential diagnosis. Known
throughout tbe country as
"Black Jack" because he so often
flunked candidates in their oral
Board examinations, Myers was
truly a master of his profession.
That profession, however, was
definitely not the day-to-day
work of caring for patients. Nor
was it necessarily the work of

nourishing medical trainees.
Jack Myers frequently intimi-
dated and humiliated his stu-
dents and house officers. Yet, to
have a good recommendation
from him might well serve as a
ticket of admission to the best
residencies in the United States.

Perhaps because I was so
timid myself, I found this man's
supreme self-confidence tanta-
lizing. I went to him with my
professional quandary: Should I
proceed to become a public
health physician? Or should I
go into psychiatry, a course that
also held a somewhat hypnotic
attraction for me? (I was an avid
reader of Freud and his follow-
ers as well as of Schweitzer.) In
any case, "Black Jack" convinced
me to finesse the quandary by
applying for a residency in in-
ternal medicine. He told me in-
ternal medicine would be the
best basic training, given the un-
certain direction of my future
plans. Since he considered me
bright enough to join the "club,"
he cautioned me to apply only
to highly rated university resi-
dencies.

At the Hospital of the
University of Pennsylvania
where I was an intern the fol-
lowing year, fascinomas like
Churg-Straus syndrome and
Goodpasture's disease were the
stuff of everyday practice. Pri-
mary care was performed by "lo-
cal medical doctors," a strange
breed of wannabes who lived
outside the walls of the hospital
and constantly made mistakes.
My colleagues at Penn were
mostly "Young Turks," anxious
to become a new breed of scien-
tific specialists. Many of them
have subsequently become re-
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spected figures in American
medicine. While I enjoyed car-
ing for my patients in the hos-
pital, I never waxed romantic
(then or now) about the long
hours, low pay, and barbarous
working conditions. In fact,
during much of that internship
year the most exquisite part of
my day was the 14-block walk
from my apartment to the hos-
pital, during which I fantasized
escaping from Philadelphia with
my wife and journeying to-
gether in exotic countries.

I was so conflicted and
uncomfortable at Penn that I
chose to leave before completing
the standard three-year resi-
dency. This required taking a
stand before an incredulous resi-
dency director, a younger,
smoother version of "Black
Jack," who told me I was mak-
ing a serious mistake. They
were unlikely to take me back,
he said, when I finally realized
the error of my ways. With this
encouragement, I went on to
study at the School of Public
Health in Pittsburgh. There I
met plenty of epidemiologists
and planners, but again, no gen-
eralist physicians. After another
two years, though, and in the ab-
sence of real-life role models, I
found myself practicing pri-
mary care at the Public Health
Service Clinic on the Navajo
Reservation at Lower Grease-
wood, Arizona.

Let me skip ahead about
twelve years to identify two ad-
ditional action-guides. By this
time I was a faculty member at
the University of Pittsburgh, fac-
ing the personal and profes-
sional conflicts that often arise
when you reach your early 40's.

My interest in creative writing,
especially poetry, had never dis-
appeared, but had long lain dor-
mant. The most I ever did was
compose a snappy verse for a
friend's birthday or to cheer up
my wife when she had her wis-
dom teeth extracted. I also
found myself progressively de-
pressed.

One of my patients at the
time was a poet named Rosaly
Roffman. Through a mutual
friend, she learned that I once
wrote poetry; each time Rosaly
came to my office, she asked to
see some of my old poems. Each
time, I declined because I was
convinced that it would be un-
professional to share something
so personal with a patient.
Nonetheless, it was tempting.
Inexplicably, after a feŵ  months,
I took the risk of acting on my
feelings and showed her a stack
of old poems. This was the be-
ginning of a mentoring relation-
ship that lasted several years.
Rosaly and I developed a kind
of quid pro quo arrangement in
which I provided medical care
("professional courtesy") in ex-
change for her services as a
teacher. She gave me assign-
ments—for example. Write a
poem about the brother you
never had—and then we would
meet to critique my work. Eor
me these were extremely pain-
ful sessions. How dare she trash
my wonderful lines! Doesn't she
realize how good this is? But the
discipline and pain released a
flood of creative energy. The
stuff really was bad, but her
gentle prodding drove me to
make it better. Under Rosaly's
tutelage, I became a working
poet.

Many of the poems gave
voice to a dimension in patient
care that I had felt for some time
but could never articulate. I felt
that being a poet made me a bet-
ter doctor. My model for this
point of view was William
Carlos Williams, who said that
for him poetry and medical
practice were inextricably
linked. I read Williams' poetry,
but found only a portion of it to
my taste. Many other modern
poets were more compelling.
But Williams' life was another
matter. I romanticized it, not
only the synergism between
medicine and poetry, but also
the theme of under-apprecia-
tion. Williams had little time to
spend on the literary scene be-
cause of his busy medical prac-
tice. His poetry sold poorly
(even for poetry!) and was un-
appreciated by most critics. Yet,
he continued to plug along un-
til eventually he won renown as
one of the leading poets of his
generation. If this happened to
Williams, my romantic fantasy
went, perhaps it could also hap-
pen to me.

Reflection

Now I need to consider what
value, if any, these action-

guides could have for today's
medical students or young phy-
sicians. In thinking about this, I
run into considerable resistance.
Eirst of all, there is the general
problem of drawing morals or
lessons from past experience—
the lessons are often boring and
self-important. My tendency is
also to present romantic "takes"
on some of them—Albert
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Schweitzer, Harold Johnston,
and William Carlos Williams,
for example—and to minimize
the complexities of their lives
and influence. As a writer, I sus-
pect the most interesting ap-
proach would be simply to tell
more stories about them and let
the reader do the reflecting.

The second problem has
to do with the recent revolution
in how medicine is practiced in
this country, which leads to the
managed care objection.
By the "managed care ob-
jection" I mean the current
cynicism about the future
of medical virtue and the
belief that human values
in medicine have suc-
cumbed, or soon will suc-
cumb, to corporate greed.
Nowadays, physicians tend to
argue that patient-physician
communication and relation-
ships were relatively good until
a few short years ago when cor-
porate scoundrels invaded
medicine and started to squeeze
the humanity out of our profes-
sion.

That is simply not the
case. In fact, if you consider
patient-physician relationships
the heart of medicine, our health
care system has been suffering
from progressive heart failure
for more than a generation. The
changes in the structure and
function of medical schools that
began in the 195O's with the es-
tablishment of the National In-
stitutes of Health and the
growth of medical schools as
research institutions led, as
night follows day, to the contem-
porary landscape of frag-
mented, sub-specialty practice.
The decline of primary care and.

with it, the general deterioration
of the physician-patient rela-
tionship as a therapeutic tool
were unintended consequences
of these developments. Long
before today's managed care
mania, physicians were already
spending too little time with
their patients, the public was
already dissatisfied with medi-
cal care, and levels of trust and
cooperation were already low.
These features, combined with

skyrocketing costs (another un-
intended consequence of sub-
specialization), led to the de-
mand for dramatic changes in
health care delivery.

To counter the managed
care objection, I'll go out on a
limb and say that the rapid
changes we are experiencing in
the 199O's may in the long run
be beneficial for the future of
generalist practice and human
values in medicine. In fact, I
think shock therapy was neces-
sary. Many features of current
for-profit managed care pose
serious challenges to the ethical
practice of medicine, challenges
that will be difficult to resolve,
but medicine's need to address
these problems may also pro-
vide the impetus to refurbish
professional values. In the hope
that it does so, I want to argue
that Schweitzer and the others
have something important to
say to 21st century physicians.

I would definitely not

recommend that future physi-
cians neglect, as I did, getting
hands-on experience of medical
practice before applying to
medical school, nor that future
generalists embark on their ca-
reers without having good gen-
eralist role models. There are
also other ways in which my
career departs from the "normal
range." Over the years my pro-
fessional interests have devel-
oped, partly by accretion and

partly by substitution,
from public health to epi-
demiological research,
from medical pedagogy
to clinical ethics, from pa-
tient-physician commu-
nication to confessional
poetry. Nevertheless, I

tend to view all these interests
as relevant to my career as a pri-
mary care physician. Most aca-
demicians would call this vari-
ety a terminal lack of focus. I
choose to see it as a voyage of
self-discovery, but there is no
question that embracing so
many fields has academic and
emotional drawbacks. If I were
counseling a young academic
generalist, I would encourage
her to follow her interests, but
caution her against being too di-
verse. I'm convinced that part
of my field hopping resulted
from a failure to recognize (or to
act upon) what I later realized
were passionate beliefs about
the relationship of healing, em-
pathy, and poetry. I would try
to help the young generalist to
be more reflective earlier in her
career and perhaps more coura-
geous in acting on her intuitions.

I'm delighted that Albert
Schweitzer was the first action-
guide who came into my mind.
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Although I hadn't thought spe-
cifically about him for years, he
quickly emerged as the prime
candidate for Ur-role model.
I've more often reflected and
written about Harold Johnston,
whom I still consider the "saint"
of my early life. Likewise, for
better or for worse. Jack Myers
is burned into my consciousness
as the archetype of the Chief of
Medicine. William Carlos Will-
iams has the distinction of being
the only one of these action-
guides whom I actively sought
out; the others simply appeared.
These men shared certain quali-
ties. They were strong and
fiercely independent. They
were steadfastly committed to
their distinctive visions. They
set their sights on higher goals
than "money practice," to use an
interesting term Williams coins
in his autobiography. Each in
his own way was an imaginative
and creative person.

One characteristic shared
by Schweitzer, Johnston, and the
activist milieu of my early medi-
cal experience was that a life in
medicine could make a differ-
ence. By "difference" I don't
mean the obvious fact that a
physician will help his or her
patients get well, but rather that
a life's work in medicine may ul-
timately contribute to the im-
provement of the community
and society in general. They be-
lieved that medicine could fa-
cilitate social justice and that
physicians had a duty to devote
themselves to that project. Since
the 196O's, the growth of medi-
cine as a "money profession"
and our general loss of faith in
social action have tended to sup-
press such beliefs. Perhaps

many physicians today would
like to speak up for their pa-
tients or to work toward mak-
ing medical care more equitable,
but they feel helpless. They see
themselves as caught in a web
of managed care bureaucracies
over which they have little or no
control. Other physicians have
their activism stunted or
blocked by the sense of entitle-
ment they developed in the cul-
ture of the 197O's and '80s. Un-
fortunately, persons who en-
tered the profession during the
last 20 years, no matter what
their initial motivation was,
have practiced medicine only in
a high income-low risk environ-
ment.

The Schweitzer-Johnston
ethic presents a challenge for
young physicians entering
today's managed care environ-
ment. What would either of
these men do if faced with the
realities of contemporary
American medicine? I am abso-
lutely sure that they would not
feel helpless. On the contrary,
they would pursue courses of
moral activism, although it
would be risky and uncomfort-
able to do so.

Nowadays we have
grown leery of virtue. Not long
ago I was discussing
Albert Schweitzer
with a physician
friend in Kansas City.
He immediately
threw up his hands
and his face turned
sour. "Why that man
was a total fraud," he
exclaimed. "You
wouldn ' t believe
how dirty his hospital was. He
didn't even believe in germs."

He went on to tell me what a
racist Schweitzer was. Granted,
Schweitzer's hospital was not
the most antiseptic place in the
world. This was partly because
of his "reverence for life" phi-
losophy and aversion to unnec-
essary killing, even of insects. It
is also true that he was some-
times a distant, irascible, and pa-
ternalistic man. I think these
features reveal the complexity of
his character and make him
more interesting. They may
puncture a hole in his sainthood,
but they certainly don't make
the man a fraud. Schweitzer's
virtues are no less worthy of
emulation just because he also
had weaknesses. I suspect our
passion to discover everyone's
innermost weakness is simply a
defense mechanism to avoid
feeling like we ought to emulate
his or her virtues.

Let me move on to "Black
Jack" Myers. I can frame his in-
fluence on me in positive ways;
for example, he was a champion
of clear thinking in medical de-
cision making. Early in the era
of multiple and excessive diag-
nostic testing. Dr. Myers was a
strong spokesman for clinical
reasoning based on observation
and logic. In light of what has

happened to medicine
in the ensuing 25
years, I can fully ap-
preciate his distinction
between true scientific
thinking and the mere
application of technol-
ogy, which, even in the
late 196O's, he claimed
was damaging the
quality of medical

care. Long before the term "Evi-
dence Based Medicine" was
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coined. Jack Myers insisted
upon it. He was also a cham-
pion of the general internist, as
modeled along tbe lines of Sir
Wilfiam Osier. Had physicians
through out the country
adopted Myersian logic, sub-
specialization and the costs of
bealth care would have in-
creased much less rapidly. An-
other positive influence was the
power of his role as teacher. It's
quite possible that Jack Myers'
teaching skill made me realize
bow much influence a teacher
could have and may be respon-
sible in part for my choosing
academic medicine as a career.
His uncompromising adherence
to bis own vision of medicine
was another admirable trait.

Wbat fascinates me
more, however, is Jack Myers'
counter-influence, specifically
my strong conviction—perhaps
formed by reputation even be-
fore I met the man—that the
way be behaved with students
and staff was unacceptable. I
could never really believe that
be cared about the whole pafient
wben he seemed to care so little
about the whole student. Para-
doxically, my time witb "Black
Jack" served as an important
background to my thinking as I
came to see that empathy,
gentleness, and self-effacement
were core values in medicine,
both in caring for patients and
in promoting a collégial work
environment. Later, as a young
faculty member at the Univer-
sity of Pittsburgh, I went to Jack
Myers to ask if be would present
several sessions in the new
Clinical Skills course tbat I was
directing. By that time be had
retired from the Chairmanship
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of Medicine to work on an arti-
ficial intelligence system, a pow-
erful aide to diagnostic reason-
ing wbich be hoped would ulti-
mately cover all of internal
medicine. He was gracious and
belpful and, of course, wonder-
fully impressive in his lectures.
Nonetheless, my 1968 image of
"Black Jack" humiliating his
medical students remained. I can
sum up his influence in three
words: logic, discipline, and dis-
tance. I have tried to embrace the
first two and reject the third.

Wbat can I make of Will-
iam Carlos Williams and Rosaly
Roffman as influences in my
professional life? One simplis-
tic way of looking at tbis is to
draw a lesson about cultivating
interests outside of medicine by
stating that physicians should
be humanistic and well
rounded. However, "interests"
is a weak word, whicb does not
capture the importance (to me
and potentially to others) of the
Roffman-Williams phenom-
enon. It is not a question of sim-
ply diversifying your interests,
or of finding alternative ways to
let off steam. Nor is the subject
important—I can imagine an-
other physician getting turned
on by a jazz musician, carpen-
ter, or priest.

Tbe important issue is
tbat I was a 40-plus year old
man wbo unexpectedly experi-
enced a new direction in life.
Tbe new direction asserted itself
against considerable resistance.
(Otherwise, it would have prob-
ably arrived a lot earlier.) Like
most physicians, I value being in
control—being on top of situa-
tions, minimizing risk, maxi-
mizing efficiency. This style

promotes organization and de-
tachment, which in many ways
are valuable traits but are not
particularly helpful for personal
growth. I can't articulate wby I
was finally able to let down my
defenses when Rosaly Roffman
pestered me about showing her
my work. In retrospect, it seems
clear that the desire to make po-
ems is a part of me that should
not bave been suppressed. Po-
etry became an avenue of self-
discovery. In fact for me, writ-
ing poems is a type of centering
or meditation. I'm grateful that
poetry opened new horizons for
me. Others will find tbeir av-
enue to self-discovery else-
where.

I'm not sure wbat will
happen to medicine in the next
25 years, but I think the profes-
sion will look a lot different than
it did circa 1980 or 1990. To me
this isn't a dire prediction be-
cause many of the virtues we
associate with medicine—com-
passion, integrity, courage, and
fidelity, to name a few—are cur-
rently practiced more in word
tban in deed. We bave compas-
sionate and courageous pbysi-
cians, but not enough of tbem.
The profession as a whole tbese
days seems (at least to tbe pub-
lic) less than compassionate, less
tban courageous. Clearly, we
are going to need a new breed
of doctor. Strange though it may
seem, as a result of today's
bealth care revolution, stories
like those of Albert Schweitzer,
Harold Johnston, Jack Myers,
and William Carlos Williams
may end up having more, rather
than less, relevance to young
physicians tban they did a gen-
eration ago. Q
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