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As doctors, we often remember our ﬁrst patient
death; that particular moment when we realised
that patients under our care can die. Those painful
formative interactions with a dying patient are often
etched in our memories.
While I knew cognitively that people didn’t live
forever, their deaths felt at odds with my prior
expectations of being an eﬀective healer. My ﬁrst
experience involved a male patient who presented with haemoptosis. When I clerked him
into the ward, I discovered he had aortic
incompetence. Although I had documented this
as a still-unquantiﬁed anaesthetic risk, he was
transferred to theatre for a bronchoscopy. I was
standing at the patient’s side during the procedure and found myself taking his pulse, intuitively worried something terrible was about to
happen. He then arrested on the table and had
major cerebral damage from which he never
woke up. It took me years to understand just
what had happened or why I was so upset about
his death. (HW)
This issue of the Journal will publish two essays by
Auckland University medical students, Rebecca
Gandhi and Thomas Swinburn, about their ﬁrst
experiences of dying patients. These essays were
submitted to the biannual writing competition of
the Balint Society of Australia and New Zealand
(BSANZ).1 In 2021, there were 45 entries by students from a wide range of medical schools.
After initial sorting, the better essays were assessed
in depth by a panel of international reviewers.
Remarkably this year, 8 of the top 10 essays were
about students’ initial experiences and observations
of patients who were dying. Many reviewers commented on this predominance. Student narratives

about the dying patient have already been described
as ‘painful and raw’2 but what set these essays apart
from other entries, and why had they engaged the
reviewers so acutely?
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There is now considerable research on the reactions
and responses of medical students to the dying
patient. Brieﬂy, many students start their training
with somewhat naïve expectations about the eﬃcacy of medicine, beliefs that may be reinforced by
cure-orientated pre-clinical curricula3 and if there is
insuﬃcient emphasis on or training in palliative
care.4 Initially, students identify more with patients
than with practicing doctors, and when they ﬁrst
enter the clinical phase of training, it can be profoundly shocking to get to know a patient who then
dies.5
Just as illness can ‘wreck’ one’s life story,6 such
deeply disturbing experiences have been described
as ‘narrative wreckage’ of a student’s presupposed
journey in training.2 Scholars of narrative suggest
that telling stories can help repair such damage7,8
through group discussion or reﬂective writing. As
Shapiro suggests:
‘Storytelling serves as a method for healing students’ initial sense of dislocation and purposelessnessy through their stories, students begin
the long process of reconciling their disillusionment with hope in and renewal of their vision of
themselves as physicians.’ 9
Medical training largely focuses on helping students
develop their professional identities as ‘technically
skillful’ and ‘medically knowledgeable’ practitioners. There is less pedagogical space devoted to
helping them become ‘caring and compassionate.’10
So unless there are superb role models who can
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demonstrate how to engage with a dying person,11
it is challenging for students to learn how ‘to be in
the room’ and to interact with those patients,
especially if they or others around them have some
degree of death anxiety.12,13
The essays that follow are evidence of the initial
apprehension and ambivalence of two medical
students as they attempt to engage their own
humanity in service of their patient.14 If attending
doctors are perceived to be distant or uncaring,15
students can also experience ‘moral distress’; their
observations of clinical practice feel at odds with
their own moral sense of what is right or what
should be done.16
As we read these essays then, perhaps we are
reminded of our own dissonance and discomfort
when we ﬁrst struggled with the contradictory
tensions of clinical objectivity versus deeper
engagement in relation to people who were suﬀering. Exposure to many thousands of patients over
the years may ﬁne-tune those tensions but arguably
modern medical education also has a responsibility
to nurture more deliberately the capacity of young
doctors for empathy and compassion.17
Reﬂective practice in all its varied forms – discussion groups, audio-diaries, parallel charts, Balint
groups, reﬂective writing18 – can contribute to selfawareness and emotional intelligence, as they focus
on the interactions between student and doctor.
These activities also focus less on medical details or
content than on the process of clinical practice; how
events unfolded and how the institutional context
inﬂuences the outcomes.
Narrative reﬂective practice helps students to
review and use their learning experiences thoughtfully,19 especially with respect to their own ideas
about becoming a doctor. Reﬂecting on end-of-life
care is particularly relevant, as those experiences
can remind students of their own mortality and
what sort of doctor they want to be. In New Zealand,
medical students are encouraged to understand
their patients’ wellbeing through a tea o Māori lens
that includes Te Whare Tapa Wha (physical, social,
mental and spiritual domains).20
As organisers and the reviewers of the essay competition, we noticed that the better essays had some
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common features. All these students engaged well
with a particular patient, often when others around
them did have not seem to have the courage to do
so. Each student had made a real connection with
their patient (whakawhanaungatanga), and in their
writing, they wrote openly about their anxiety, selfdoubt and pōuri or sadness about what was happening. This emotional openness may reﬂect a loss
of personal boundaries in the dying patient, whose
anxiety and suﬀering may then be received and
experienced by the student.21
Interestingly, many students described how they
used their own initiative and personal agency in
service of the patient; spending extra time, listening
and attending without a medical agenda, making
space to hear the patients’ kōrero or stories. All
these actions contrasted with their usual feeling of
being superﬂuous in ward settings. From those
interactions, they made some useful insights about
the nature of training, including signiﬁcant shifts in
their emerging perspectives about what it will be
like to be a doctor. Lastly, we as readers were
immediately engaged with each of these narratives.
So perhaps then, our resonance with these stories
has something to do with recognising the student in
all their courage and bravery. We resonate with the
enormity of their struggle to engage and connect
compassionately with the dying patient within a
culture of medicine that defaults to clinical
detachment and sees death as failure.22
No wonder then, that the top 10 essays were largely
about end of life care, which acutely exposes some of
the major conﬂicts for students in their learning to
become a doctor. Many students also commented on
the personal beneﬁts of writing their essays. Perhaps
through crafting their stories, they gained some
understanding of just what happened between them
and their patient, and how they were currently
negotiating their personal and professional identities.
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