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Dr. Julian Reyes is an internist at a major academic medical center, widely respected for his 
devotion to his patients. Julian views the practice of medicine as a sacred calling of 
self-sacrifice. He takes pride in giving his all for his patients, routinely working long past his 
shifts to review labs and re-evaluate complex cases. He possesses a deep reverence for the 
complexity of the human body and frequently marvels at how biological systems enable 
patients to recover from illness. Known as an affable colleague by his trainees and peers, he 
leads an interdisciplinary team of physicians, pharmacists, physical therapists, and nurses in the 
care of patients. 
 
Ever since medical school, Julian has operated under a conviction common in medical training: 
A physician is fundamentally a dispenser of care. To Julian, healthcare is unidirectional. He 
provides care, and patients receive it. He finds the idea of being vulnerable with his patients 
profoundly uncomfortable and borderline unprofessional. 
 
This conviction was put to the test during the care of Arthur Pendleton, a 72-year-old patient 
with end-stage heart failure. Arthur was what the medical staff colloquially termed a “difficult 
patient.” He was demanding, abrasive, and deeply skeptical of medical authority. While most of 
the trainees avoided Arthur’s room when they could, Julian approached him with stoic 
professionalism, treating Arthur’s hostility as another clinical obstacle to manage with 
equanimity. 
 
During morning rounds on a particularly demanding day, as Julian stood at the bedside 
adjusting Arthur’s diuretic dosage, Arthur broke the silence. “Doc, stop staring at that screen for 
a second,” Arthur said, his tone unexpectedly quiet. “You look exhausted. You know, my father 
worked himself into the ground just like you. Died at fifty-five with a full bank account and zero 
memories. You’re no good to any of us if you break down. Go home and rest.” 
 
Julian paused, caught off guard by the sudden shift from Arthur’s usual hostility to personal 
concern. He offered a brief, polite smile. “I appreciate your concern, Arthur, but I’m doing fine,” 
Julian replied. “Let’s focus on your fluid retention levels today and get your breathing 
comfortable.” Julian then moved the conversation back to the clinical treatment plan. 
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Minutes later, Dr. Sarah Lin, a geriatrics fellow who had observed the interaction from the 
hallway, brought two coffees to Julian’s desk. “Arthur was offering you a moment of real human 
connection,” Sarah suggested. “For two weeks he’s pushed everyone away, but this morning he 
tried to care for you. By pivoting immediately back to his charts, I wonder if we sometimes miss 
a chance to receive that gift and let our patients participate in a reciprocal relationship.” 
 
Julian gently defended his approach. “Arthur is a patient in end-stage heart failure who needs to 
know his medical team is stable, objective, and focused entirely on his health,” he noted. “If I 
lean into his concern, I risk shifting the emotional burden of my tiredness onto a vulnerable 
patient who is already overwhelmed. Maintaining that boundary isn’t a sign of a lack of 
gratitude. It’s how we protect our patients.” 
 
Sarah acknowledged his point but questioned whether holding professional boundaries too 
rigidly can sometimes prevent clinicians from noticing and receiving the unexpected human 
goodness patients offer, even in difficult circumstances. 
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