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Years ago, I saw an elderly woman in the emergency department who was in the
advanced stages of a neurodegenerative disease. The family had brought her to the
emergency department because they felt they could no longer care for her at home.
There was no compelling medical reason for her to be admitted to the hospital. She was
obviously cared for extremely well. She had no acute medical issues that required
immediate admission to hospital. She was thin, although well-nourished on a pureed
diet. She wasn’t dehydrated. She didn’t have pneumonia, and she didn’t have a fever.
Still the family members were at the end of their proverbial ropes. At the time, I did not
see that. Frankly, the situation annoyed me somewhat. The disease had robbed my
patient of speech. I felt as if I couldn't get to know her. I found myself irritated by the
insistence of her family members that she be admitted to hospital. I saw them as
demanding and pushy.
I did what they asked, but I did so in a begrudging way. In medicine, my patient is
sometimes referred to as a 'social admission.' It's jargon for a patient who has no acute
life threatening medical issues like fever or pneumonia, yet still needs to be admitted to
hospital.
Social admission is an unkind term, but I did not think of it that way at the time.
As an ED physician, I have made many such referrals to the internist on call. I hated
making them, because I feared having to do a bit of a grovelling dance to get the
internist to say yes to an admission.
It's not all their fault. The system has a chronic lack of long-term care beds and a level
of comprehensive home care than can enable seniors and others with extra special
needs to live at home. In our current system, a ‘social admission’ can tie up a bed at an
acute care hospital for months.
The internist agreed to see my patient. But because the patient wasn't acutely ill, he
took his time. The family kept asking me things like when she'd get seen and when
she'd get a bed in the hospital.
I grew increasingly defensive. It’s a character weakness of mine. I didn't have the
authority to admit her, and I couldn't answer their questions. I felt stupid and
inadequate. At one point, one of the family members asked if I had actually made the
referral, and I snapped at her.

Eventually, the internist on call admitted the woman to the hospital, and I moved on to
seeing other patients in the ED. I reminded myself that one of the few perverse
advantages of being an emergency physician is that with di cult patients, once they’re
referred, they’re someone else’s problem.
A few weeks later, the woman passed away. A few months after that, the woman's
husband wrote me a letter in which he said that I had been unkind to him and to his
family. He asked me to meet with his family because he wanted to see if a human being
lurked under that abrupt demeanour.
The husband didn't call me incompetent. When a patient or a family member calls the
doctor incompetent, he or she can brush it o . That's because it's rare to nd a lay
person who understands the di erence between clinical skill and a good bedside
manner.
When they call you unkind, there's a good chance they know what they're talking about.
I was on the giving end of unkindness. Many years later, I understood what it felt like to
be on the receiving end.
On Saturday, October 19, 2013, I rushed to the hospital to be with my 92-year old father
Sam, who was complaining of chest pain. He had advanced coronary artery disease and
congestive heart failure.
My dad had his rst heart attack at the age of 89. On admission, he was found to have
hypertension and type 2 diabetes complicated by chronic kidney injury. An angiogram
showed severe three vessel disease that was not amenable to angioplasty. He had a
consult with a cardiac surgeon who felt that my father was not a good candidate for
coronary bypass.
As a veteran ED physician, I knew he was living on borrowed time.
During his nal admission to hospital, the admitting internist told me and my sister he'd
try and manage my dad's chest pain with medications.
An attendant moved my dad to the cardiology oor of the hospital. A nurse took his.

The moment was interrupted by the arrival of the internist and night duty nurse. The
internist looked uncomfortable. He spoke in sentence fragments.
"His heart rate slowd" the internist said. "His blood pressure w t down. We tri t o
reach you."
At this point, I was still trying to digest what had happen . Even soI coul recognise
that the internist was acting defensively. Perhaps telling us my dad's heart rate and
blood pressure w t down made it sound as if his death was inevitable no matter what
he did or failed to do. Perhaps saying he tri to reach me while being unable to oso
made me party to what had happen .
The thing is, had I b him, I may have acted as he did. But I was not him. I was my
father's son. And in that moment of intense emotion, I felt no warmth fromim. No
wrds of consolation. No acknowledgement of the shock wfelt. Not even a pat on the
shoulder.
The internist was keenly focused on my next move. What he coul not have known is
that I didn’t want to b the notorious ‘doctor-son from hell’, grilling him about the
treatments he did or did not o er my dad. I just wanted him to leave.
"Thank you for looking after our father,” I said to him.
The internist's face relaxed. I think he realised the threat of a tense argum t had
passed.
"Take all the time you nee "dsaid the internist, before disappearing fromhe roomnd
from our lives.
In the w s following my father’s death, I thought of that wman at the end stage ofa
degenerative disease and her family, the people I had been unkind to so many years
before.
I thought of my dad, who at the time of his death had been married to my mother for
more
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