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Introduction: What We Built and What We Lost 

Along the Way 

The story of American medicine is not just the story 
of physicians, hospitals, discoveries, and institu-

tions. It is also the story of the American patient: the 

mother caring for a feverish child at home, the fam-

ily waiting for a doctor to arrive at their bedside, the 
patient consenting to a treatment they barely under-

stood, and the individual trying to determine whom 

to trust when illness, fear, and uncertainty enter their 
life. Over the course of 250 years, medicine has re-

peatedly asked individuals to place their bodies, 

their families, and their futures in the hands of those 
who claimed to know what was best. Sometimes 

that trust was rewarded. Sometimes it broke. 

In 1776, medicine in America did not constitute a 

system. It was not even a profession in the contem-
porary sense. Rather, it was a calling: messy, imper-

fect, frequently ineffective, yet profoundly human. 

Physicians had limited means to offer. They per-
formed bloodletting and purging, often relying on 

conjecture rather than knowledge. Nevertheless, 

they remained present and bore witness to suffering 

in its most unmediated form. That mattered. 

For the average American, care often began not in a 

hospital, but in the home. Families relied on practi-

cal knowledge, local healers, midwives, home rem-
edies, faith, observation, and, when available, the 

town physician. This is not to romanticize the past. 

Much of early medicine was ineffective or harmful. 

Yet there was something embedded in that earlier 

model that modern medicine should not dismiss too 
easily: care was personal, familiar, and rooted in the 

lived reality of the patient. The physician entered 

the patient’s world, not the other way around. 

Over time, that simplicity was replaced by increas-
ing sophistication. The field developed machines 

capable of supporting respiration, pharmaceuticals 

that rapidly cure infections, and systems that moni-
tor nearly every biological signal in real time. How-

ever, if we are candid, we must confront a difficult 

question: Did we gain everything, or did we sacri-

fice something essential in the process? 

From the patient’s perspective, the gains have been 

extraordinary. Americans today have access to in-

terventions that previous generations could not have 
imagined. But progress also brought distance. The 

bedside became the exam room, then the hospital 

system, then the insurance network, then the elec-
tronic portal. Patients gained access to extraordinary 

technology, but many lost time, continuity, and the 

sense that their physician truly knew them. Too of-
ten, the individual became a diagnosis, the diagnosis 

became a code, and the code became a pathway. 

This essay does not advocate for nostalgia or regres-

sion. My career in intensive care units has involved 
utilizing every tool modern medicine provides. I 

have witnessed outcomes that would have been in-

conceivable a century ago. Yet, I have also observed 
another dimension. I have witnessed the conse-

quences when medicine loses sight of its founda-

tional purpose. 

That foundational purpose is not merely to treat dis-
ease. It is to serve the person who carries it. At its 

best, medicine honors both science and conscience, 

both evidence and judgment, both innovation and 
humility. It protects informed consent, preserves the 

doctor-patient relationship, and recognizes that no 

protocol can fully replace the moral responsibility 
of a physician sitting across from a patient and ask-

ing, “What is best for this person, in this moment?” 
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The Good: When Medicine Changed the Fate of 

Humanity 

There is no denying what American medicine has 
accomplished. The Flexner Report in 1910 forced a 

long-overdue reckoning. (1) It shut down inade-

quate training programs and imposed scientific ri-

gor on a field that desperately needed it. Medicine 
stopped being an apprenticeship of tradition and be-

came a discipline grounded in evidence. 

Then came antibiotics. When penicillin entered 
clinical use, it did not just treat infection, it rede-

fined expectations. (2) Diseases that had killed with-

out mercy suddenly became manageable. Entire 

hospital wards emptied. 

The polio vaccine did something even more power-

ful: it restored hope. (3) Parents who had lived in 

fear of paralysis watched their children grow up 

without it. That is not just science. That is liberation. 

Cardiac surgery. Organ transplantation. Mechanical 

ventilation. These were not incremental advances. 

These were leaps, moments when medicine crossed 

lines that once seemed permanent. (4–6) 

Life expectancy rose. Survival improved. Entire 

categories of disease lost their dominance. (7) And 
in the ICU, my world, we learned how to hold life 

at the edge and, sometimes, pull it back. That is the 

good. And it is real. 

 

The Bad: When Progress Came Without Guard-

rails 

However, progress that advances too rapidly or 

without humility can result in significant harm. 

Tuskegee was not a mistake. It was a decision. (8) 
For forty years, men were observed instead of 

treated. Not because we did not know what to do, 

but because someone decided not to do it. That dis-

tinction matters. 

Thalidomide taught us another lesson: that safety is 

never guaranteed, and that oversight is not optional. 

(9) 

Then came opioids. An initial effort to treat pain 

more aggressively evolved into a broader crisis. The 

boundaries between marketing and medicine be-
came indistinct, prescribing patterns changed, and 

widespread dependency developed before the full 

implications were understood. (10,11) We still have 

not recovered from that. 

And then came COVID-19. I will address this point 

directly. We were not just dealing with a virus. We 

were dealing with a system under stress, and that               

. 

system did not always respond in a way that re-

flected the best traditions of medicine. Early uncer-
tainty was expected. That is the nature of a novel 

disease. What was harder to accept was what fol-

lowed. 

Guidelines changed, sometimes appropriately, 

sometimes without clear explanation. Treatments 

were embraced, then dismissed. Questions were 

raised—and too often shut down instead of ex-

plored. 

Science, at its core, depends on disagreement. It de-

pends on tension. It depends on people saying, “I am 
not convinced, show me more.” At times during the 

COVID-19 pandemic, that process appeared con-

strained. There was a growing sense, among many 

clinicians, that decisions were not always being 
driven solely by evolving evidence, but by forces 

adjacent to it. And when that perception takes hold, 

trust begins to erode. We implemented policies with 
enormous consequences, lockdowns, isolation, de-

layed care, without fully understanding the down-

stream effects. (12,13) We have personally ob-
served these effects. Patients who came in too late. 

Diseases that progressed due to deferred care. Fam-

ilies who never had the chance to say goodbye. 

Those are not statistics. Those are people. And we 
need to be honest about that. 

 

The Ugly: What We Have Seen with Our Own 

Eyes 

This is the part that is hardest to write, and the hard-

est to read. Because it is not about history. It is about 
now. Medicine today is extraordinarily capable. But 

it is also, in many places, profoundly impersonal. 

Physicians are exhausted. Not just tired, drained. 

(14) Patients feel it. They sit in rooms where the 

computer gets more attention than they do. 

In the intensive care unit, where circumstances be-

come acute rapidly, we have witnessed moments 
that remain indelible. We remember one patient dur-

ing COVID. He was not particularly old. He was not 

ready to die. He was alone. No family. No familiar 

voices. Just alarms, tubing, and a team covered head 
to toe in protective equipment. We remained at the 

bedside longer than was strictly necessary. Not be-

cause another intervention was available, but be-
cause departing felt ethically inappropriate. At one 

point, we found ourselves reflecting: This is not 

how this process is intended to unfold. Medicine is 
not supposed to look like this. And yet, for a period, 

it did. This is what I refer to as the 'ugly' aspect. It 

is not the absence of knowledge, but rather the ab-

sence of humanity. 
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Where We Stand: A System That Can Do Almost 

Anything 

We are now in an era where medicine can do things 

that border on science fiction. Artificial intelligence 

can assist in diagnosis. Genomics can guide therapy 
at the molecular level. Wearables can monitor phys-

iology continuously. (15) Nevertheless, there re-

mains a sense that something is amiss. Trust is une-

ven. (16) Costs are rising beyond reason. (17) Phy-
sicians feel less autonomous than ever. We have 

built an incredibly powerful system. However, 

power that lacks clarity poses significant risks. So, 
we have to ask again: What is the purpose of medi-

cine? Not in theory. In practice. 

From the patient’s lens, this question is not abstract. 

It is felt in the waiting room, in the exam room, at 
the pharmacy counter, and at the hospital bedside. 

Patients today have access to more information than 

any generation before them, yet many feel less cer-
tain about whom to trust. They are told to follow the 

pathway, accept the protocol, comply with the rec-

ommendation, and move through a system that of-
ten leaves little room for their questions, values, his-

tories, or instincts. Families are not rejecting medi-

cine when they ask for clarity, transparency, or al-

ternatives. They are asking medicine to remember 
that informed consent is not a formality, trust is not 

automatic, and the person seeking care is not merely 

the recipient of a decision made by bureaucrats. 

 

How We Get Better: Not Forward, But Back to 

Center 

The solution is not to abandon progress. It is to re-

balance it. We suggest: 

1. Put the Patient Back at the Center. Not the sys-

tem. Not the metric. Although this appears 
straightforward, it is not, as the prevailing 

forces in modern healthcare often act in opposi-

tion to one another. 
2. Protect Clinical Judgment. Protocols matter. 

Evidence matters. But so does experience. So 

does context. A physician's role cannot be re-

duced to a checklist. 
3. Fix the Incentives. You get what you reward. 

Right now, we reward volume, documentation,      

. 

and compliance. We should be rewarding out-

comes, clarity, and trust. 
4. Use Technology. Do Not Worship It. AI will 

help us. Genomics will help us. However, nei-

ther can substitute for the insight gained when a 
physician engages directly with a patient and 

perceives unspoken concerns. 

5. Tell the Truth (even when it is inconvenient). 

Medicine must be honest again. About uncer-
tainty. About mistakes. About limits. Trust does 

not come from being right all the time. It is de-

rived from authenticity. 

 

Conclusion: Returning to the Roots of American 

Medicine: The Next 250 Years Must Restore 

Trust, Truth, and Put the Patient Back at the 

Center 

The next chapter of American medicine must be 

measured not only by what we invent, but by what 
we restore. We must reestablish the patient as an ac-

tive participant, not a passive recipient. We must re-

store the physician as a healer and advocate, not 
merely a functionary of systems, algorithms, insti-

tutions, or incentives. We must restore informed 

consent as a living principle, not a signature on a 

form. And we must restore the trust that is created 
when truth is spoken plainly, uncertainty is 

acknowledged honestly, and care is guided by the 

individual person in front of us. 

If the past 250 years have taught us anything, it is 

that medicine is at its best when knowledge is joined 

with humility, skill is joined with conscience, and 
progress is combined with humanity. The future 

will require innovation, but it will also require cour-

age: the courage to question, to listen, to individual-

ize, to admit when we have been wrong, and to pro-
tect the sacred relationship between physician and 

patient from every force that seeks to reduce it. 

The next 250 years of medicine in America will not 
be saved by technology alone; they will be saved by 

physicians willing to tell the truth, patients powered 

to ask questions, and a profession courageous 

enough to place the human being back at the center 

of care. 
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