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for the establishment of “‘environmental empower-
ment zones,” and a new system for tracking child
asthma and other diseases linked to environmental
factors’. The environmental empowerment zones
would be modeled after economic empowerment
zones, with development decisions subjected to
federal and local scrutiny of their impact on com-
munities. The proposed disease-tracking system
would be implemented by an environmental health
officer in each state who would coordinate disease
and pollution data annually’. Little groundwork
has been laid for addressing environmental justice
issues, and proposals such as Senator Kerry’s envi-
ronmental empowerment zones and disease track-
ing systems are necessary to effectively manage
disproportionate distributions of environmental
hazards.

Conclusion

The complexities of environmental justice
range from difficulties in performing sound, ob-
jective scientific research to developing reasonable
and effective legislation. In order to develop any
kind of policy to address environmental justice, it
is necessary to understand the potential problems
in research that attempts to prove the existence of
environmental injustice. These include: limitations
in the generalizability of study models such as case-
studies and difficulties in selecting representative
population groups, distinguishing between correla-
tive and causal relationships, and achieving true
objectivity in scientific research.

Once the significance and validity of relevant
environmental justice studies are established,
however, legislation such as the environmental
empowerment zones proposed by Senator Kerry
can be considered and eventually modified and/or
implemented. The EPA has recently reinforced
its hard-line stance on environmental justice; an
August 2001 memorandum from Administrator
Christine Todd Whitman recommitted the agency
to “integrating environmental justice into all agen-
cy programs”'!.This is a significant initiative, for
without legislation regulating the distribution of

environmental hazards, environmental injustices
will continue to plague minority, low-income popu-
lations, thereby perpetuating a culture of racism
and classicism.
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Correspondence
HRT: A Response

Lee Rubin

To the editors of TuftScope:

As a publication focusing on the intersection
of humanism and bioethics within the context of
modern medical science, TuftScope is an excel-
lent place for the publication of Kate Gluckman’s
essay, entitled “Hormone Replacement Therapy:
The end of the fountain of youth.” The author has
put together a timely and valuable piece of work
for TuftScope by utilizing retrospective analysis
to examine the complex topic of hormone replace-
ment therapy (HRT), with particular regard to the
history and marketing of this treatment to women
since the original release of Premarin in 1942. In
response to her essay, [ hope to clarify and expand
on a few points of interest raised by the author.

First, it should be noted that the availability of
true, long-term study data were not initially avail-
able for HRT or any other new drug placed on the
market. Although the United States Food and Drug
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Administration (FDA) requires a series of clinical
trials prior to approval of a new pharmaceutical
agent, all medications released for public use are
carefully studied for many years after their release
because rare side effects are only observed once a
drug is available to many millions of patients.

For example, salicylic acid, an active substance
in plants used historically for thousands of years,
was first synthesized for pharmaceutical use by
Kolbe in Germany in 1874. Bayer modified the
compound to acetylsalicylic acid and introduced
the new drug as “aspirin” in 1899, hailing the
compound for its analgesic, antipyretic, and anti-
inflammatory properties.?

Today, 105 years later, despite having a mul-
titude of beneficial uses and clinical indications,
aspirin’s “long-term” study data in the general
population include a dramatic side effect profile
featuring aspirin-induced asthma, dermatitis, gas-
tritis, intestinal ulceration and perforation, renal
toxicity, hemorrhage, and anaphylaxis. In fact, the
“Reye’s Syndrome” associated with aspirin use in
children following a viral illness,’ is a truly rare
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aspirin side effect that was first described by Dr. R.
Douglas Reye in 1963, a full 64 years after the drug
became generally available. As this example dem-
onstrates, the discovery of a medication’s complete
side effect profile is not often learned until decades
after it is given to millions of patients.

The consideration above must force hesitation
in considering the author’s underlying assertion
that sexism played a role in the advocacy of HRT
use for women, realizing that HRT’s elevation in
risk for other serious diseases was unknown for
decades. More likely than not, the driving force
for the widespread usage of HRT from 1942 to
2003 was optimism, not sexism, on the part of
physicians and the pharmaceutical industry in at-
tempting to provide an improvement for the health
of postmenopausal women.

Next, the author’s accusation that “an inher-
ently sexist and negative aura surrounding meno-
pause and aging women” existed when HRT was
introduced is doubtful. A review of the Random
House Collegiate dictionary from 1968 finds the
conspicuous absence of the terms “sexist” or “sex-
ism,” likely because these terms were introduced
only as a result of the women’s social revolution
during the 1970’s. In fact, a modern definition
of “sexism,” from www.dictionary.com,* defines
the word in exactly this light: (1) Discrimination
based on gender, especially discrimination against
women. (2) Attitudes, conditions, or behaviors
that promote stereotyping of social roles based
on gender.

Gluckman’s essay is a striking example of
a modern, and a necessarily revisionist, view of
medical history from the feminist perspective. If
sexism was indeed inherent to society or the medi-
cal community during the middle decades of the
20" century in relationship to HRT, the author has
failed to cite it directly. Nearly all of the paper’s 24
references were published between 2000 and 2003,
and the absence of primary literature citations from
the period extending from 1942 to 1975 (the first
medical article cited by the author) prevents any
objective analysis within the paper. Clearly, the
views expressed are those of a modern author view-
ing history through the looking glass of contempo-
rary social enlightenment and with the hindsight

28 + April 2004

of recently published long term HRT data.’ In fact,
had the Women’s Health Initiative (WHI) study
drawn an opposite conclusion in 2002, the author’s
argument would have fully collapsed without the
support of source citations from earlier in the 20™
century to objectively validate her presumptions.
Impressively, regarding the ambiguity of a recent
HRT advertisement, the author notes that, “As in
many drug commercials, the product being sold
is not mentioned, nor its purpose.” In fact, such
intentionally deceptive practices are often found in
the direct-to-consumer (DTC) marketing of vari-
ous pharmaceuticals. Misleading DTC advertising
been placed under increasing federal scrutiny dur-
ing the last five years, starting in 1999 when the
FDA required ads to contain “these four sources:
(1) a toll-free telephone number; (2) referral to a
print advertisement in a concurrently running print
publication, or provision of enough product bro-
chures in various convenient outlets; (3) referral
to a healthcare provider (physician, pharmacist,
veterinarian or other healthcare provider); (4) an
Internet web page address.”®

Most recently, in August 2003, the FDA is-
sued a policy statement that for DTC advertising
to have a positive impact on patient/physician com-
munications and best inform consumers, it must
“effectively communicate not just the potential
benefits of the advertised prescription drug, but
also potential risks, such as those associated with
drug interactions and the specific health condition
of the individual considering taking the drug.”” By
requiring pharmaceutical companies to specifically
state the drug’s name, benefit, risks, and the con-
dition it intends to treat, the FDA has taken great
steps towards eliminating the type of deceptive
advertisement Gluckman rightfully criticizes.

Overall, Gluckman’s essay is a somewhat
provocative analysis of the social and sexual im-
plications of HRT over the last 6 decades, in the
aftermath of the WHI study’s blockbuster results
in 2002. Certainly, this is a worthwhile perspective
to include in TuftScope, although certain concepts
and pitfalls from the essay are worthy of expanded
analysis as described above.

Medical history is an interesting body of study,
and only through retrospective analysis can one
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attempt to understand how powerful marketing
forces and social trends may have shaped the in-
tentions of physicians and the treatment of patients
over the course of time. This essay is entitled to
a revisionist approach on the topic of HRT, and
such a modern view serves as a timely reflection
on the remarkable social evolution our society has
experienced since Premarin was first introduced to
women sixty-two years ago in 1942.

Respectfully Yours,

Lee Eric Rubin

Tufts University School of Medicine

Class of 2004
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First Impressions of
Medical Research:

An Anecdotal Journal
Stephanie Albin

Introduction

Bellevue Hospital is the oldest public hospital
in the United States, located in the lower east side
of Manhattan in New York City. This is a hospital
that prides itself on treating an incredibly diverse
patient population. It is also the hospital that gave
me my first real glimpse at life after medical school,
of doctors putting knowledge into practice.

At Bellevue I helped conduct an observational
study on the long-term psychological effects of
September 11th and the Flight 587 Crash on urban
Emergency Department (ED) patients. The study
called for a survey of a random sample of around
five hundred New Yorkers who may have been
directly or indirectly affected by either disaster.
The participating hospitals included the Center
for Urban Epidemiological Studies (CUES), Co-
lumbia Presbyterian Medical Center, and Bellevue
Hospital.

Each hospital has a different location and
patient make-up. CUES is located in the New
York Academy of Medicine and aims to foster the

relationships between medical schools and health
agencies. Columbia Presbyterian is located in
Washington Heights and serves a majority of Do-
minican-born people, while Bellevue provides care
to many immigrants, regardless of their racial and
financial status.

My role in the study was essentially to gather
raw data, through talking with patients and ad-
ministering surveys in the emergency room. The
following is an anecdotal journal of my experi-
ences at Bellevue Hospital. The formal study was
published in 2003.

The specific aims of the study were: (1) To
identify the prevalence of psychological distress
and Post Traumatic Stress Disorder (PSTD) among
patients presented for care in an urban ED 9-12
months after the World Trade Center Disaster, and
7-10 months following the American Airline Flight
587 crash, in order to determine the association
between severity of psychological symptoms and
patterns of disaster event experiences, (2) to iden-
tify demographic and socio-economic correlates of
chronic psychological distress and PSTD—such as
social support, social networks, and social cohe-
sion—several months post-disaster, (3) to identify
specific groups at an increased risk of suffering
psychological consequences from these disasters,
and (4) to identify the prevalence and correlates of

Volume 4 + 29



TuftScope: the Interdisciplinary Journal of Health, Ethics, and Policy

smoking and alcohol use among ED patients after
these disasters. (From Determinants of Long-Term
Psychological Sequelae in E.D. Patients Follow-
ing the September 11th Terrorist Attacks and the
American Airline Flight 587 Crash in N.Y.C.)

My investigator and advisor was William K.
Chiang, MD, from the Bellevue Hospital Center
Emergency Department.

Entry One

After a wild goose chase to find the doctor I
was working with for my project, I came to my
first realization about doctors: they are extremely
elusive. Common sense leads me to believe that
their disappearing act is the result of over-commit-
ted scheduling and unexpected medical patients
and emergencies. The shifts these doctors (and
nurses) work are sometimes obscene: ten hours,
twelve hours. I’'m skeptical that any doctor fruly
had an hour free to talk to a Tufts sophomore about
her future (and distant) medical plans and summer
internship goals. It’s funny how the introductions
work here in the hospital; as soon as an employee
heard which doctor I was “under the guidance of,”
it’s almost as if my significance was suddenly real-
ized. “Oh, you’re doing research with Dr. Chiang!
That’s great, welcome!” So after hearing this ap-
proximately a dozen times, I had no choice but to
conclude that my research experience would be
great—that my efforts would contribute to both
an informational and beneficial study.

The ED is split into two sections: urgent care
and ambulatory emergency. I spent time with the
patients in urgent care, those who were not criti-
cally ill and able to complete the survey comfort-
ably. I began my tasks enthused and ended them
disheartened. I came to my second realization of
the day rather quickly: communication between
doctors and their patients is incredibly important.
This can be explained in two different ways. First,
language barriers can create obvious problems,
especially in a hospital such as Bellevue. The
hospital has translators for every language imag-
inable, but Mandarin-speaking patients could not
participate in a study that only offered surveys in
only Spanish and English. Second, many patients
understood English perfectly well, but chose to
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selectively hear what they wanted. Some patients
were in the E.R. because they did not take medi-
cation properly or listen to the advice of previous
doctors—the same people who declined participa-
tion in our study before even listening to my speech
about its benefits and importance.

Out of a six-hour shift (and in accordance
with the procedure to ensure random sampling
of patients), I wound up recording one completed
survey, one uncompleted survey, and six refusals
to participate. I will admit that that some of this
low patient participation may be due to the system
employed by the hospital (more on this later if I
have a more comprehensive view of the system
and structure of the department), but I assume that
operations move at approximately the same rate at
any other hospital.

Entry Two

Whereas my last experience at the hospital was
mostly observational, these past few days have
been completely hands-on. All you need is one
accommodating doctor, and you have full access
to hospital operations. In this case, | was lucky
enough to connect with an extremely intelligent
and patient doctor, who basically took me under
his wing for an entire shift.

We first interacted when a patient was admitted
with an atypical chart (at least in my experience);
a mental health institution had referred him for
detox. This had been the first case to really peak
my interest. Although lacerations, chest pains, and
rashes are more frequent and occasionally excit-
ing, this was an opportunity to see a patient with
both a physical and a mental problem, a kind of
social disorder. I asked the doctor for permission
and actually observed two detox patients that day,
one in for alcohol abuse and one in for crack-co-
caine addiction. Both came in starved and tired,
yet ready to trade street drugs for pharmaceutical
drugs to regain some sort of normal life. I had a
million questions to ask them, but found myself
mute throughout the entire examination period.
Once we left each room I unloaded a battery of
questions upon the doctor, but never found the
courage to ask these addicts directly about their
backgrounds and problems. Each story affected me
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rather deeply. The crack addict had been given his
first taste of alcohol at age five, after his Rastafar-
ian father began blowing marijuana smoke in his
face at age four. All of this was shocking to me.
The doctor, however, absorbed the information as
if the patient were listing his family’s history of
arthritis. I guess in an urban neighborhood such
as Bellevue’s, stories such as these are a dime a
dozen.

I think the doctor must have noticed my obvi-
ous curiosity and empathy for patients with more-
than-physical problems and asked me if I wanted
to help with some superficial examinations in the
psychiatric ward. I had visited psych before, a day
when they had gotten around ten new patients (all
heavily sedated when I visited). The three people
given physicals on this visit were not drugged, but
surprisingly low-key for the ward. I soon figured
out why. Two of the three patients were suffering
from acute depression. One man was African, from
Mauritania, and had a long history of depression
and suicidal tendencies. The other patient was a
nineteen-year-old African American girl with HIV.
Her parents were both deceased, her mother from
a drug overdose and her father from AIDS. The
African man was soft-spoken yet stubborn about
his impending mortality, as evidenced by blood
in his stool. In fact, he was so concerned that he
found it necessary to present a recent sample in a
few sheets of paper towel. The African-American
girl was quiet as well, but her eyes revealed some
sort of inner devastation. Suddenly I felt horrible
‘about my position at the hospital, something that
I had never experienced before. I had observed
many patients in the past, but I had never felt like
a spectator watching a zoo display. What must this
girl—my age, no less—think about a healthy peer
observing and possibly judging her situation? I
couldn’t bear it, so I took a chance and started talk-
ing to the patient. We engaged in very superficial
conversation, something about her shoes and their
stylish soles. It wasn’t much—we didn’t make
any kind of life-changing connection—but it was
something. Surprisingly, it comforted me (and
hopefully her) that she wasn’t so different and we
could find common ground. The third patient was a
woman with paranoia who basically refused to talk

honestly in front of me, convinced that I was there
for malicious reasons. It was probably better this
way; | had too many thoughts and emotions racing
through my head to deal with another sad story.
My compassion was abundant, but my ability to
keep my own life a deserved reality rather than an
unfair collection of advantages was waning,

Entry Three

After a usual day of working in urgent care, two
major visions remained in my mind. Both were
extremely significant and common in this environ-
ment, but one vision was much more subtle and
commonly overlooked.

Vision one: two doctors conferencing about a
particular patient, challenging and affirming each
other’s suspicions. Throughout another day of
watching attending doctors (full-fledged, confident
professionals), residents (practicing novices), and
medical students (eager, bewildered academics), |
noticed just how much doctors consult with each
other before diagnosis and prescription of treat-
ment. The medical students and most residents are
required to present individual cases to the attend-
ing doctor, clearing all medical decisions before
executing them. Knowing that a safety net of more
experienced doctors will surround me during my
first few years of actually practicing medicine
was extremely comforting. But what about the
one person who has the ultimate authority and is
considered the full expert? What kind of pressure
must a man or woman feel when a staff of five
and a clinic of a hundred rest squarely on his or
her shoulders?

I’ve come to recognize the high level of am-
biguity and assumption involved in medicine. By
this I mean the ambiguity of disease and injury
and the assumption of accuracy in diagnosis—the
latter of which is truly a hard pill for me to swal-
low. “Symptoms” is a term I’ve come to realize as
a broad facilitator of diagnosis, but never a com-
pletely accurate definition of someone’s affliction.
To imagine that a doctor can identify and interpret
all physical, biological, and chemical aspects of
an illness is absurd, and unfortunately there is a
great deal of overlap between the symptoms of
diseases. This is probably the main cause of mis-
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diagnosis, an indistinctness for which doctors are
often blamed.

Emergency medicine requires a general, rela-
tively brief knowledge of most departments of
medicine. In essence, the emergency department
is an organizational committee that deals only with
immediate problems. They check to make sure a
patient is stable at the present moment, try to al-
leviate any pressing discomfort with medication,
and then direct them to the appropriate specialists.
Personally, this seems a harder task than actually
performing the needed procedure (i.e. surgery,
therapy, etc.). Surgeons are highly specialized
and trained in their fields and perform skills they
have intently studied and practiced to perfection.
Don’t get me wrong—their jobs are far from
easy—but a doctor’s true accuracy and efficiency
is more concretely tested in the emergency room.
To be confident in a decision about someone else’s
health care is an impressive feat. (Even more im-
pressive is the ability not to assign personal blame
when alternate options could and should have been
exercised.)

Vision two: an African-American male, ap-
proximately twenty-five, naked, with two small
bullet holes seeping blood. When a doctor asked
me if [ would faint upon seeing a gunshot victim,
I was quick to assure him of my strong tolerance
of blood. I was partially correct in my statement;
I did not faint, but I was not as stable as I thought
I was would be. Nonetheless, the experience was
incredibly interesting and satisfying.

Before I go on, let me digress and elaborate
on the latter part of that statement with a personal
truth: in my eyes, efficiency is one of the most
valuable assets a person (or an organization) can
have. After working at a pharmaceutical company
for two weeks last winter, I realized that all the
paper work the head of the department had me and
around three other college students doing would
be unnecessary if the company were to upgrade
its electronic systems. I wanted to offer her some
advice on running her company because it literally
sickened me to have someone paying for mindless,
completely avoidable tasks. It was a waste of their
money and my time.

Now back to my experience at Bellevue. Un-
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like the pharmaceutical company, the medical team
at Bellevue exhibited commendable efficiency in
initially dealing with patients who faced potential
death, such as the gunshot victim. I, however,
experienced a kind of surreal sensation. It was
as if my brain was incapable of completely reg-
istering what was happening before my eyes. I
could intellectualize the condition of the man, but
couldn’t help but detach myself from emotionally
recognizing just how close to death he had come.
I still haven’t decided what all of this means and
whether that kind of detachment could negatively
affect my ability to participate in a profession of
service.

Entry Four

[ feel more enlightened and useful at the hos-
pital than ever before, probably because my day
began with an abstract lecture and ended with a
tangible application.

Project Health Care is a program run by Bel-
levue for both undergraduate and graduate students.
Their job entails much of what I am currently doing:
a combination of research and volunteer work in all
departments of the hospital. They often have guest
speakers come to the hospital, and today Dr. Mari-
anne Legato from Columbia-Presbyterian Hospital
came in. She came specifically to talk about her
new book, Eve’s Rib, a book which most volun-
teers had been required—err, I mean had opted—to
purchase and read. The book supposedly outlines
her progressive ideas about gender-specific medi-
cine. She was an absolutely brilliant woman and
impressed me with a very comprehensive speech
about her ideas and efforts. In essence, Dr. Legato
proposed that the differences between men and
women are so great that medically, they should be
approached and treated differently. She contended
that the difference between the sexes spans much
more than just reproductive organs. She outlined
hormonal, skeletal, and anatomic distinctions, and
heavily emphasized the dissimilar ways in which
medical conditions manifest themselves in men
and women.

I agreed with much of what the doctor stated,
but was left with some reservations about her more
radical ideas, as well as several doubts about her
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professed motivation. Dr. Legato stated that a
separation in medical approach and treatment for
men and women was an absolute necessity. Some
of her examples she used to support this claim,
however, were entirely too unreasonable to win my
support. She spent a great deal of time discussing
her dissatisfaction with women centers throughout
the country, categorizing them as “purple and pink
departments that only perform mammograms and
pelvic exams.” She kept asking why these centers
didn’t also contain areas for cardiac medicine, since
one of her greatest arguments was that one-fifth
of all women who suffer heart-attacks have very
different symptoms than men, such as back and
side pain. But after hearing her pose this question
more than thirty times, I wanted to scream. Clearly
there is a department of the hospital that deals only
with cardiac issues; in truth, the only specific and
unique things a woman needs are mammograms
and thorough pelvic exams. Personally, [ have no
qualms with the set-up of these apparently “unso-
phisticated”” women centers. They efficiently cater
to the feminine problems of the population and do
not need to be slowed and interrupted by general
medical problems.

Then there came the discussion of gender-spe-
cific medicine. Yes, I am all for this idea. If phar-
maceutical companies were to formulate products
that would better treat my medical problems as a
woman, | would be immensely grateful. But Dr.
Legato was bringing up ideas such as gender-spe-
cific toothpaste. We truly are an easily influenced
society, one that is constantly looking to buy a
quick fix and achieve a longer life span, and this
avidity may be easily and unnecessarily exploited
solely for financial gain. Maybe I'm wrong and
separate toothpaste would be significantly benefi-
cial, but I couldn’t keep my eyes from rolling at
this suggestion. I questioned Dr. Legato’s motiva-
tion as soon as she prefaced her discussion with a
description of the means by which she gained time
and financial support for her project: by canvass-
ing pharmaceutical companies, enticing them with
thoughts of profit from future products.

Dr. Legato, on the other hand, claimed that
her only inspiration came from the possibility of
medical accomplishments and advancements that

might ensue from her project’s success. But in my
opinion, her denied feminism and emotionalism
fuel her mission as well. This is not necessarily a
bad thing; she has committed no crime in incor-
porating her personal convictions into her work.
But her adamant denial of doing so rather annoyed
me. She constantly referred to her struggle as a
woman researcher, alluding to her satisfaction upon
receiving this grant after so much doubt and suspi-
cion, as if it had finally shown male colleagues her
importance and intelligence. She unfairly targeted
males in the audience, presuming their egoism and
ignorance regarding medical and social subjects
related to the female sex. Feminism would have
been an aspect of Dr. Legato’s personality that I
would have identified with and admired—once
her quips started flying, however, this trait soon
became obnoxious.

The weightiest issue she brought up was the
literal black hole of information about pre-meno-
pausal women, especially in my age range. She
alluded to a cultural (and probably even global)
phenomenon that prevents women from partici-
pating in research during that period of their life.
Although women of all ages are quick to participate
in observational studies that require no physical
testing, almost no relatively young women partici-
pate in important clinical studies, most likely due
to fertility issues. Men do not seem to have this
problem and are quick to lend themselves to almost
any medical research project. But women are much
more hesitant about the conditions to which they
will subject their bodies. One volunteer posed an
interesting but completely unfeasible proposition:
making it a national duty for women in certain age
brackets to participate in clinical studies, kind of
like signing up for the draft.

Basically what I took away was this: there are
some pretty significant medical differences be-
tween men and women—but truthfully, there are
important differences between any two individuals.
Everyone reacts differently to disease and medi-
cations and splitting medical treatment between
males and females could theoretically lead to sepa-
ration of medical treatment for different races, ages,
sexual orientations, etc. Essentially, everyone is
unique and there is no universal protocol.
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The application of some of the knowledge I
have gained was performing an electrocardiogram,
or an EKG. I was given a chart of positions for
each electrode and literally felt my way through
the situation. The woman to whom I was giving
it was extremely cooperative and understood my
inexperience. The test was not difficult to admin-
ister, but simple procedures like it are the closest |
will come to actually “practicing” medicine at this
point in my life.

Entry Five

I have had my first real bouts of uncertainty
about my future in the medical profession. When
I began working at the hospital, I wanted to get a
comprehensive exposure to the experiences of a
hospital doctor, whether good or bad. 1 never really
considered the possibility of life-threatening cir-
cumstances, which, in retrospect, seems extremely
imperceptive. Every patient who comes to the hos-
pital has some medical ailment, so a hospital can
almost be viewed as a Mecca of disease. Doctors
place themselves in a hazardous environment every
day, making themselves vulnerable simply because
they have seriously committed themselves to that
particular role in society.

A woman came in today, seeming to suffer
solely from abnormally high blood pressure. Af-
ter further investigation, however, this woman’s
medical history revealed seventeen operations and
a general kind of degradation of body systems.
When a patient needs blood drawn for testing,
usually around six or seven tubes of blood are col-
lected. The registered nurse was having a difficult
time getting samples, mainly because most of the
patient’s veins had either collapsed or rolled over
after so many surgeries. The nurse asked me to
help, and I obliged (making sure she knew of my
inexperience with such procedures). She handled
the insertion of the needle, but instructed me on col-
lection methods. Watching myself extract this “life
substance” was a simple reminder of the amazing
functions of the body. That this red liquid holds so
much information about a person, that it is a unique,
natural identification for every person, is—for lack
of a better term—awesome.

So I had my safe, profound experience with
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blood. Unfortunately, a fellow hospital worker
was not so lucky. After cleaning a room out,
I noticed three doctors consulting seriously at
the front desk. They asked for the extension of
HIV/virology, and I automatically assumed an
HIV patient had run into complications. The look
on my face must have been a distinct mixture of
incredulity and horror when I found out the person
for whom they were calling HIV counselors was,
in fact, a visiting medical student. Apparently he
had been working in the ambulatory emergency
room, observing an attending doctor deal with a
new arrival. The patient was a homeless woman,
suffering from generalized chest pain and short-
ness of breath. The attending had taken some
blood samples and proceeded to hand them to
the gloveless medical student. He reached over
the patient instead of coming around to meet the
student, and somehow punctured his thumb with
the used needle. It was one of the worst states in
which I had ever seen a person: a kind of frantic,
internalized panic. The situation was gravely irre-
vocable and terrifying. The healthy, intelligent man
may have contracted the HIV virus in just a split
second—not by using intravenous drugs or practic-
ing unsafe sex, but rather by simply doing his job.
His life could be changed forever and shortened
significantly, all because he chose medicine as his
career. I wondered about the statistics and survival
rates on such cases. Truthfully, I wished I didn’t
have to wonder about these mortality rates; I just
kept watching the student search desperately for
encouragement, asking every doctor he could find
if they had ever been stuck. Isaw the terrified look
on his face while swallowing his first dose of HIV
drugs and the anxious look in his eyes that scanned
consent forms and paperwork with “HIV/AIDS”
in bold print all over. Regardless of the fact that
the disease was contracted completely acciden-
tally and unfairly, he could still lead an extremely
stigmatized future. I can say with certainty that
HIV patients confront judgment and stereotypes
everyday. I’'m not proud to admit it, but I may
have perhaps played my own part in the creation
of this stigma, making sure I never touched their
flesh without latex protection.

After the medical student left, a bizarre con-
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versation ensued (at least in my mind). The nurses
and doctors were talking about the situation, but
strangely debating the severity of HIV versus that
of Hepatitis C. I was floored. Most agreed that Hep
C was a scarier prospect than HIV. 1 knew that Hep
C was an autoimmune disorder that led to ultimate
liver failure, but I didn’t realize that there was a
true lack of effective treatments. “At least you can
aggressively treat the HIV virus,” one nurse said.
“Once your liver goes, you're done for.” I guess I
still have a lot of misconceptions to dispel.

Entry Six

In all of my shifts at the hospital, I have come
to develop relationships with both doctors and pa-
tients. The ability to nurture true friendships with
doctors is somewhat difficult in my department of
emergency medicine, mainly because the longest
period of time I've worked consistently with a doc-
tor is one week. True, the relationships between
patients and myself is even shorter, characterized
as brief at best. But surprisingly, it is the personali-
ties and interactions with patients that stick out in
my mind and remind me of my time and purpose
at Bellevue.

One patient I distinctly remember was a
homeless woman, around thirty, who came in for
abnormal abdominal pain. She was not alone, but
accompanied by her two-month-old baby boy.
After circumspect observation, the two appeared
to be a normal, lower to middle class family. But
after helping the patient with her examination and
watching the baby during her periods of absence, 1
noticed subtle clues to the woman's life status. She
had brought two bags to the hospital with her, prob-
ably containing all her possessions. I also noticed
some common, identifying signs of homelessness
in the woman, such as swollen, heavily veined legs
and feet. But Bellevue sees many homeless people
everyday. In fact, a majority of the patients are ei-
ther unemployed, in shelters, or both. Aftera while,
the situation becomes commonplace and homeless
patients quickly assimilate with every other type of
person to become, simply, homogenous patients.
But what made this woman memorable to me were
the signs of her absolute and complete devotion
and love for her child. She was dressed in a soiled

outfit, wearing dirty socks with holes. Her hair
looked as if it hadn’t been washed in a while, and
she appeared rather pale. Her child, on the other
hand, was clean and happy, clothed in crisp, blue
overalls and immaculate white socks. He lay ina
relatively new stroller, equipped with two prepared
bottles of formula. She monitored him as if he were
the most precious element in her constructed life.
When I realized that my feelings of admiration
were surfacing rather strongly, I took a few minutes
to think about what exactly I had witnessed and
responded to. It was a touching exposure to hu-
manity, familial relationships, and almost tangible
love—but it was also a kind of enlightened realiza-
tion of the medical profession’s purpose. Anyone
involved in the field has the ability to attentively
manage the well being of others on a daily basis, to
truly spend their lives serving the most important
element in our constructed society: people. And
so I realized it wasn’t so difficult to reaffirm my
desire to join such a community of people; all I
had to do was spend a few weeks in an emergency
room, talking and listening to patients.

When Clean
Becomes Too Clean

Sarah Hatoum

When it comes to cleanliness, it seems that to
the typical American consumer, being dirt-free is
no longer nearly enough. Rather, a widespread
obsession with sterility has become popular. A
simple trip to the local supermarket will illustrate
this national obsession quite clearly. From kitchen
cleaners to face washes, in order for an item to
be seen as an adequate cleaning agent, it must be
advertised as an antibacterial, an anti-allergen, a
disinfecting solution, etcetera.

Yet as counterintuitive as it may seem, there is
significant evidence, especially gained from animal
testing, that an unusually clean environment may
actually be harmful to one’s health in the long run.
An immune system that has been exposed to an
unusually small amount of foreign substances will
be relatively unprepared when it becomes exposed
to a normal amount. This result seems to apply to
humans as well. Children raised with pets, for ex-
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ample, seem to experience less asthmatic wheezing
than those raised with no pets'.

Then there’s the problem of bacteria. Antibi-
otic resistance is a story that’s inspired fear both
inside and outside the scientific community. It
is a well documented and substantiated fact that
bacteria exposed to antibacterial agents for a long
enough period of time will grow resistant and are
even capable of passing this resistance to other
species. This makes bacteria progressively more
difficult to kill and bacterial diseases much harder
to cure. The fact that we are contributing to in-
creased bacterial resistance as well as developing
weaker immune systems through our excessive
cleanliness may in fact create a medical crisis.
Is feeling clean worth all the risks involved? When
we consider the fact that many of the cleaning
agents commonly used—such as antibacterial
soap, for example—may not even be fulfilling
the roles we expect them to—such as eliminating
actual disease-causing agents—the answer be-
comes even clearer. True, antibacterial solutions
kill harmful bacteria, but they do not kill the cold
virus or the agents that cause several other minor
illnesses. Since many of these illnesses are viral in
nature, antibacterial soaps are useless in protecting
us against them?.

The companies producing such products
must be aware of their limitations. Judging from
their advertisements, however, they are not let-
ting consumers know about them. Consumers
should be informed of the potentially dangerous
situation they face. While hygiene is an essen-
tial part of maintaining good health, our recent
obsession with excessive cleanliness may in fact
defeat its own purpose, leaving us in a medical
crisis with which we are currently unable to deal.
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In the News

States make plans to reimport prescription
drugs from Canada despite federal opposition

Seeking relief from the high cost of prescription
drugs, a number of states and local communities
have made plans to re-import US manufactured
drugs from Canada, where drug costs are signifi-
cantly lower because of government price controls.
Altogether, twenty-four state governments have
considered plans to re-import drugs from Canada
in some form, including Minnesota, New Hamp-
shire, Iowa, Illinois, West Virginia, Wisconsin, and
even Boston Mayor Tom Menino.

Federal law, however, allows re-importation
only if the secretary of Health and Human Services
(HHS) certifies that the practice is safe—something
that HHS Secretary Tommy Thompson has refused
to do. “The law requires me to certify [prescrip-
tion] drugs coming from another country are safe.
That is a hurdle I can’t meet,” he said. In fact, the
Food and Drug Administration (FDA) has begun
to threaten legal action against states that plan to
implement a re-importation program. FDA of-
ficials recently wrote to Minnesota Governor Tim
Pawlenty (R), calling the state website that con-
nects residents with Canadian pharmacies “unsafe,
unsound, and ill-considered.” According to FDA
Associate Commissioner William Hubbard, “the
law is very clear. It’s undeniably illegal to import
unapproved foreign drugs...There’s no question
about that.”

Senator Edward Kennedy (D, MA), however,
echoed the sentiment of many Democrats and
some Republicans when he said, “This is not
about the safety of prescription drugs...[Rather,]
the administration is worried about the profits of
the pharmaceutical industry.” In response to FDA
safety concerns, Pawlenty said, “Show me the dead
Canadians. Where are the dead Canadians?"Last
July, the House of Representatives approved a bill
on a 243/186 vote that would have legalized the re-
importation of prescription drugs (HR 1). Rather,
it continued to permit prescription drug re-imports,
but only upon certification by the HHS secretary.
The bill also established a commission to study
how to re-import drugs safely.
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When they ask me, as of late they frequently do, how I have
for so many years continued an equal interest in medicine and the
poem, I reply that they amount for me to nearly the same thing.

—William Carlos Williams

A CONFERENCE ON POETRY & MEDICINE
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A conference bringing together poets, scholars,
and health care professionals to discuss connections
among illness, health, suffering and recovery
and the reading and writing of poetry.
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