
by Melissa Yuan-Innes

When I Was In first-year 
medical school, we’d talk about 
patient touch like a moral 
dilemma. Like, “What would 
you do if a patient tried to hug 
you?” The consensus was that 
you should demur or endure it, 
but don’t hug back! Especially if 
you’re a guy.

Even at the time, I thought it 
was a little silly. I know I have 
the luxury of ovaries, but in the 
rare event that someone wants 
to embrace this emergency 
room doctor, I tend to take it 
as a compliment. Unless you’re 
a scary drunk guy. But that’s 
another story. . . .

For my part, I know I’ve 
touched patients in the wrong 
way. Not in a written-up-in-
Dialogue kind of way (that’s the 
Ontario disciplinary college’s 
journal, and you generally try 

to avoid 
starring 
in that 
tabloid), 
but the 
wrong way 
nonetheless.

The 
first case was 
cultural. A man 
brought his wife in for 
a medical assessment in the 
emergency room. As is my 
wont, I held out my hand and 
introduced myself. He kept 
his hands folded behind his 
back until I eventually with-
drew my hand. I completed 
the assessment of his wife and 
mentioned my puzzlement to 
the nurse.

“He’s Hasidic,” she said. 
“He’s not supposed to touch a 
woman other than his wife.”

Oops. I came off as a cul-
tural troglodyte. Sure, I’d seen 

the head covering, the cork-
screw curls on either side of his 
head, the prayer scarf and the 
flowing robes. But as a gentile 
from a fairly gentile land, I 
hadn’t realized the cultural 

taboo. No harm done, I sup-
pose, since we hadn’t actually 
made contact.

Later during my emergency 
fellowship, I spent a month on 
trauma. I assessed an elderly 

lady who’d fallen. During the 
history, I touched her shoulder 
to reassure her and she winced. 
It turned out she had broken 
her humerus. Whoops.

I’ve also been on the  

Why is it easier to reach  
for a speculum than  
to hold a patient’s hand?
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A doctor’s desire to watch his own surgery plays a hand in his resulting trouble with getting discharged
by Fergus Kennedy

after 25 years of mar-
riage, taking off your wedding 
ring is risky business. Because 
it was medically necessary, I 
thought I could easily get away 
with it. How wrong I was.

My troubles started innocu-
ously over a couple of years. I 
noticed a small nodular swell-
ing on the flexor tendon in 
front of the proximal phalanx 
of my left ring finger. It was 
painless and smooth, and I 
confidently made my own 
diagnosis—a ganglion. I felt 
hopeful that if I just massaged 
it frequently, it might disappear 
in time.

However, the doctor who 
treats himself has a fool for 
a patient, as the old saying 

goes. No matter how hard or 
often I rubbed it, the swelling 
continued to get bigger, harder 
and a little more irregular. 
Eventually, I noticed some 
tendon thickening in the palm 
of my hand, and that I couldn’t 
quite fully extend my finger any 
more. Perhaps my diagnosis 
wasn’t so simple after all.

I remembered that my 
father had developed severe 
Dupuytren’s contractures of his 
right fourth and fifth fingers in 
the last few years of his life. He 
stubbornly refused to have the 
problem corrected, dismiss-
ing it as a minor nuisance. I 
decided that if I had to inherit 
his medical problem, I would 
also inherit his stubborn streak. 
Surgery could wait.

But my body had other 

ideas. Soon my finger became 
so thickened that I could no 
longer take my wedding ring 
off. I worried it would impede 
circulation and would have to 
be cut off. One day, after a long 
shower and application of lots 
of soap, I somehow succeeded 
in slipping the ring off. What 
a relief! But now what was I to 
do with it? I decided to place it 
on my right ring finger, think-
ing no one would notice.

Wrong again. My wife 
noticed within a couple of 
minutes. To say that she was 
displeased is a polite under-
statement. Friends and even 
patients noticed, too. They 
would look at my hand, then 
into my eyes, and ask if I was 
OK. I got the message. Due to a 
simple finger contracture, there 

was a public perception that 
my happy marriage was on the 
rocks.

Sedation situation
It was time for action. My 
friend and GP, Tony, confirmed 
the diagnosis and referred me 
to an excellent plastic surgeon, 
Richard, who I knew quite well. 
After a wait of several months, 
Richard saw me and agreed 
to operate. The surgery could 
be performed under regional 
anesthesia, with or without I.V. 
sedation. I opted to forego the 
sedation, as I wanted to watch 
Richard at work.

My surgery date finally 
arrived about half a year later. 
There was only one small 
problem with the date. My wife 
was out of the country, and all 

our children had already left 
home. In the unlikely event of 
me having sedation or general 
anesthesia, I would need a 
driver to bring me home. Luck-
ily, my son Stephen was com-
ing home to Vancouver Island 
from Vancouver that day and 
assured me he could pick me 
up, if necessary. 

I drove myself to the hos-
pital that morning, parked 
a short distance away, and 
walked in to meet my anes-
thesiologist. Once more he 
offered me I.V. sedation along 
with the regional anesthetic, 
and I again refused. Soon, I 
was in the OR with my left arm 
completely numb from the 
elbow down. Richard worked 
meticulously, carefully avoiding 
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receiving end of unwanted 
touch. Once I was writing up a 
chart while the nurse ushered 
emergency patients into their 
rooms. One of the men swag-
gered by and said, “How’re you 
doin’, Doc?” while his hand 
brushed my left hip.

I was astonished. I had no 
memory of seeing this patient 
before and I think most guy 
friends would hesitate before 
tapping my hip. Also, I had just 
signed on as medical staff and 
I wanted to be taken seriously. 
This definitely did not qualify.

Only once in my medical 
training did I feel truly uncom-
fortable with a pair of hands. 
In my clinical methods course, 
a preceptor demonstrated the 
muskuloskeletal exam on me 
and concluded by touching the 
underside of my gluteus max-
imus. I honestly wasn’t sure if 
that touch was a legitimate part 
of the exam or not. It certainly 
wasn’t the worst story I heard. 
One friend told me that a pre-
ceptor demonstrated syncope 
by pressing on both the stu-
dent’s carotid arteries until he 
passed out.

But that bum touch nagged 
at me. I eventually let it go 
without making a complaint. 
However, I was unsurprised 
when I saw my preceptor writ-
ten up in Dialogue a few years 
ago—not because he’d touched 
another student, but because, 
among other things, he’d posted 
pornographic pictures from his 
university account without his 
partner’s permission.

As for me, I believe touch 
is an essential and underrated 

part of our job. If you shake a 
patient’s hand and look him in 
the eye, or if you offer another 
patient a sympathetic pat on 
her (non-broken) shoulder, 
it’s part of the human connec-
tion. EM:RAP, the Emergency 
Medicine Reviews and Perspec-
tives audio series, talks about 
how patients are less likely to 
sue a doctor who introduces 
him or herself. In fact, a book 
on non-verbal communica-
tion says that people rate you 
as more likable if you touch 
them unobtrusively. Yet our 
society has grown so fearful of 
litigation that we risk losing the 
value of touch altogether.

Hand-holding
Really, it’s quite bizarre that 
we’ll pull up patients’ shirts and 
pull down their pants but few 
of us really know how to play 
the game of casual touch. “We 
do things that other people 
would get charged with sexual 
assault for doing,” one of my 
colleagues has said. But is it 
really better to feel comfortable 
reaching for a speculum, yet 
feel unable to hold a grieving 
patient’s hand?

As Maya Angelou wrote, 
“I’ve learned that people will 
forget what you said, people 
will forget what you did, but 
people will never forget how 
you made them feel.” 

As long as you make them 
feel comfortable without feeling 
them up, we should do all right.

Melissa Yuan-Innes is an emer-
gency physician in Cornwall 
and Alexandria, Ont.

damage to nearby arteries and 
nerves while he was freeing the 
affected tendons of the entan-
gling fibrous tissue. In less than 
an hour, the operation was fin-
ished. Apart from some sutures 
and a bulky dressing, my left 
hand was as good as new.

Surely now all my troubles 
were over, or so I thought. 
My first hour in the recovery 
room was pleasant. I had no 
pain, and passed the time 
doing sudokus. Then Stephen 
called to say he’d been delayed 
getting to the ferry terminal 
in Vancouver. He was now 
stuck in a long lineup, and was 
doubtful that he would get on 
the next sailing. I told him not 
to worry about me, as I was 
confident that I would soon 
be discharged and could drive 
myself home.

That’s when my troubles 
started anew. The nurse in 
charge, who I will call Nurse 

Loveless, had overheard my 
conversation. She said, “Dr. 
Kennedy, you surely know that 
you can’t drive yourself home 
after I.V. sedation.” I assured 
her that I had not had sedation. 
She replied vehemently that 
her records clearly showed that 
my operation was to be done 
under regional anesthetic and 
sedation. 

My protests fell on deaf 
ears. I begged her to page my 
surgeon or anesthesiologist, but 
both had left the hospital and 
were not responding to their 
cellphones. She was unshakable 
in her belief that I had received 
sedation. My arguments simply 
confirmed her suspicions that I 
was still impaired.

What was I to do? Shortly 
after, Stephen phoned to con-
firm my worst nightmare—he 
had missed the ferry. It would 
be at least two hours before 
he could sail and four hours 
before he could pick me up.

I felt like Al Capone on 
Alcatraz. How could I escape? 
Nurse Loveless was unsympa-
thetic. She said I had three 
options:

• wait for Stephen (I love 
sudokus, but not that much);

• discharge myself against 
medical advice—possible, but 
perhaps likely to cost me my 
hospital privileges; or

• take a taxi—straight-
forward but quite expensive, as 
I live a good distance from the 
hospital.

Reluctantly, I told her I had 
decided on option three. She 
ordered a taxi, and perhaps 
sensing my ambivalence, said 
she would escort me. We took 
the elevator to the ground floor, 
where a taxi awaited. As diplo-
matically as possible, I thanked 
Nurse Loveless for her care. I 
walked slowly through the hos-
pital exit and then something 
inside me snapped. I threw $10 
at the astonished taxi driver, 
and ran.

If Nurse Loveless was still 
watching, her last view of me 
would have been reminiscent 
of Ben Johnson on steroids. 
I sprinted across the hospital 
grounds, and didn’t stop until I 
reached my car. Then, as calmly 
as I could under the circum-
stances, I drove safely home. A 
few months later, my wedding 
ring was able to fit back on my 
left ring finger. My marriage 
remains happily intact. I just 
hope I never again need the 
care of Nurse Loveless!

Fergus Kennedy is a GP in 
Ladysmith, B.C.
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For his hand surgery, Dr. Fergus Kennedy asked not to be sedated.  

If only someone had told the nurse in charge that fact.
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