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The Power of
PROXIMITY

Toward an Ethic of Accompaniment

In Surgical Care

by C. PHIFER NICHOLSON JR., MONICA H. BODD, ELLERY SAROSI,
MARTHA C. CARLOUGH, M. THERESE LYSAUGHT, and FARR A. CURLIN

Surgical training often encourages emotional distance. An ethic of accompaniment, by contrast, asks
surgeons to become proximate to their patients—both in the operating room and outside the hospital’s
walls—to address health disparities and structural drivers of injustice. The ethic can also help interrogate

how these problems are reinforced by the relational and epistemic distance between surgeons and patients.

twenty-six-year-old man named Samuel'
Awith a history of gunshot wounds pre-
sented to the trauma bay after sustaining
multiple new gunshot wounds. Samuel underwent
emergent lifesaving surgery requiring placement of
a chest tube for hemodynamic instability and repair
of injuries to the small bowel, rectum, femur, and
bladder. More than one hundred days later, one of
us (Phifer Nicholson), a White man of upper-class
background, met Samuel, who is Black and lives
in an impoverished part of the city served by the
hospital, while on an inpatient surgery rotation as a
medical student.
The sequalae of Samuel’s injuries were staggering.
He had multiple enterocutaneous fistulae and was
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completely bedridden, with an external fixation for
the repair of his fractured femur. Week by week, the
team had altered the care plan, desperately trying to
overcome his severe malnutrition, deconditioning,
and significant medical and surgical illness. Years
later, Samuel continues to grapple with very serious
disability that significantly limits his ability to func-
tion in work and social settings.

Being a surgeon involves laying hands on those
who, like Samuel, have been wrested from the world
of the healthy into the company of the ill.” Clinicians
frequently confront people and stories that are rarely
encountered by other people who have as privileged
a social standing as clinicians—especially doctors
and medical students—enjoy.> Self-reflective practi-
tioners may recognize a vast gulf of socioeconomic,
experiential, educational, and geographic difference
between themselves and the patients they serve—
and how this gulf impacts patient care. This often
troubles those pursuing the practices of medicine
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and surgery and invites clinicians to
reconsider their ethics of care.

In this article, we posit that an
ethic of accompaniment in surgical
care offers a framework to address
the problem of health disparities and
structural drivers of injustice and can
be used to interrogate the way these
are reinforced by the relational and
epistemic distance between surgeons
and patients. The ethic of accompani-
ment was born out of liberation the-
ology, a practical theology developed
in response to inequities and injus-
tices in Latin America and brought
to bear explicitly on the practice of
medicine through the work of the
late physician-anthropologist Paul
Farmer and Partners in Health, a
nonprofit focused on global health
and social justice that he cofounded.*
Accompaniment invites the surgeon
to become proximate to her pa-
tients—both in the operating room
and outside the hospital’s walls—in
solidarity, advocacy, and even com-
munity and friendship. It also invites
the surgeon to consider moral issues
generally neglected in medical and
surgical ethics, such as how surgeons
spend their money and their time and
where they choose to live and prac-
tice. At face value, this may seem a
laudable invitation reserved for “mor-
al heroes,” but we hope to show how
accompaniment betters our commu-
nities, patients, and the practice of
surgery, as well as the broader profes-
sion of medicine.

For pedagogical and personal rea-
sons, we limit the scope of this article
to the practice of surgery. Surgery is
distinguished by its invasiveness, em-
phasis on technical training, and priv-
ileged position in medical hierarchies.
Surgery crosses intimate boundaries,
giving “comfort or cure by piercing
the integrity of another’s body.” Most
surgical patients are anesthetized
and placed on a ventilator, stripped
of their clothes, and, while sedated,
touched, manipulated, and moni-
tored—and all of that before the first
incision, at which point the surgeon
traverses the boundary that separates
a patient’s innermost being from the

March-April 2024

outside world, exposing and ma-
nipulating the patient, who is utterly
vulnerable to the surgeon’s ministra-
tions. To cross such intimate bound-
aries, in direct relationship with those
who otherwise exist on the other side
of a large social gulf, is necessary for
the healing that surgery can bring
but is also ethically fraught. Yet—in
our experience and the experiences
of mentors and colleagues—surgical
training often prioritizes technical
training and encourages emotional
distance, ostensibly to sustain poise
and effectiveness in the crucible of
the operating room and postoperative
period.® Additionally, surgery occu-
pies a relatively privileged position in
the field of medicine due to a number
of factors, including both historical
narratives and billing patterns. These

his life was justified by the principle
of beneficence or ask whether the sur-
gical team ever violated the principle
of nonmaleficence—the principle to
do no harm. It might challenge the
team toward transparency in report-
ing any mistakes, should they occur.
We propose that surgical ethics
should expand on these approaches
by prioritizing questions about the
social realities that disproportionally
affect poor, marginalized, and minori-
tized patients.” Recent changes in the
field of surgery include a deepening
interest in social justice and bringing
new tools to bear on surgical health
disparities.® These tools most often
focus on diversity, equity, and inclu-
sion (DEI) within the ranks of aca-
demic surgery,” but they largely fail
to attend to actions surgeons might

After attending to Samuel in the acute setting, a

surgical team devoted to the accompaniment of

patients would ask the question, how did Samuel

get here in the first place?

characteristics together make surgery
seem perhaps least well suited for the
values that comprise an ethic of ac-
companiment. If, as we will argue, ac-
companiment offers much to surgery,
it follows that accompaniment offers
much to other domains of medicine.

We focus on surgery also because a
few of us (Nicholson, Monica Bodd,
and Ellery Sarosi) are aspiring or cur-
rent surgical trainees, and our clini-
cal experiences have evoked a desire
to consider what difference accom-
paniment might make in surgical
disciplines. We hope that this article
will inspire others also to imagine the
difference an ethic of accompaniment
might make for other clinical special-
ties.

Returning to the central case, how
would surgical ethics as a discipline
approach the encounter with Samuel?
It might clarify how the doctrine and
practices of informed consent were or
were not honored in Samuel’s case. It
might examine how acting to preserve

take to ameliorate injustice and im-
prove patient outcomes. To that end,
in what follows, we give a brief his-
tory of the current model of surgical
ethics, describe recent approaches to
health inequity through DEI, intro-
duce the concept of accompaniment,
and illustrate the difference an ethic
of accompaniment might make in
the care of Samuel and other surgical
patients.

Contemporary Surgical Ethics
and Its Limitations

ecent years have brought to new

light how the history of medicine
and surgery is tarnished by stark rac-
ism and checkered with exploitation
of marginalized and impoverished
communities.'”” Partially in response
to this history, as well as the infa-
mous Tuskegee Syphilis Study and
other research scandals, the field of
bioethics emerged to protect vulner-
able people from unethical conduct
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by physicians and other health pro-
fessionals.!” Although several norma-
tive frameworks, such as the impartial
rule theory,'” casuistry,” and virtue
ethics,'* have been employed in the
field of bioethics, Tom Beauchamp
and James Childress’s framework of
principlism" has become a pervasive
way of evaluating bioethical ques-
tions. Despite principlism’s popular-
ity, a number of prominent ethicists
have critiqued it as inadequate to
meaningfully inform ethical decision-
making. Some also have critiqued the
way principlism tends in practice to
elevate patient autonomy above all
other concerns, prioritizing Western,
affluent ideas of individualism at the
expense of robust consideration of
the social drivers of disease.'®

Regarding the field of surgical eth-
ics, endocrine surgeon Peter Angelos
has drawn attention to the unique
moral challenges that surgeons face.
He argues there are three aspects of
surgical care that merit special atten-
tion. First, consider the nature of in-
formed consent in surgery. “The fact
that a patient is willing to lie down
and be in a completely vulnerable po-
sition (in my case, to allow me to cut
their throat),” he observes, “suggests
the high level of trust that our patients
place in us.”'” Second, surgeons have
a distinctive culture of taking person-
al responsibility in the case of a bad
outcome. Instead of asking, “What
happened?,” surgeons ask, “What did
I do wrong?”'® Third, Angelos notes
that surgeons are granted unusual
power and authority to innovate
procedures with limited oversight."”
Angelos’s considerations are apt and
important, but they also focus on the
actions of the surgeon set apart from
broader social realities that powerful-
ly influence the prevalence of surgical
disease and poor surgical outcomes in
patients like Samuel.?’

Social Justice in Surgical Care:
Is DEI Sufficient?

n recent years, the field of surgery
has attempted to reckon with the
social realities that impact patients
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health. Considering the Covid-19
pandemic and the “second crisis re-
lated to social injustice stemming
from deep-rooted systemic racism,”
journals such as Annals of Surgery
have started featuring pieces that pro-
mote “equality and social justice in
our workforce and in surgical care.”!
These changes have spurred research
that largely focuses on systemic rac-
ism and the racist past and present
of surgery, generally culminating in
calls for greater diversity, equity, and
inclusion (DEI) in the ranks of aca-
demic surgery.*

While these are welcome en-
deavors that can lead to important
changes in patient care,” DEI initia-
tives often stem from those already
working in the health care hierarchy,
too easily ignoring the voices of those
most harmed by the unjust struc-
turing of society. As put in a recent
Hastings  Center Report Perspective
essay, “DEI is only the beginning,”*
for such initiatives also largely fail to
account for structural drivers of in-
justice as well as the privileged posi-
tionality—namely, the relatively high
economic, educational, and social
status—of the surgeon and many
other clinicians. The so-called private
sphere, including how one uses one’s
money and personal time and where
one lives, has traditionally been ne-
glected in bioethics and social justice
movements. Surgeons and patients
often are separated by a social and
economic gulf, one made even wider
in the care of minoritized racial and
ethnic groups, refugees, and disabled
people.”

This gulf invites surgeons to reflect
on their private life and their own so-
cial position and character, especially
in light of their discipline’s deeply
engrained, intrinsic motivation to
offer care that is humanistic, techni-
cally excellent, and just. An ethic of
accompaniment offers a framework
to interrogate this gulf and respond
meaningfully to the pressing social is-
sues of our time.

Accompaniment in Health Care

he Latin origin of the word “ac-

companiment” is “cum pane)
literally meaning “with bread.”” The
word is used in common speech to
mean “going with or alongside some-
one.” Beyond its use in common
speech, accompaniment is a concept
and praxis that has specific implica-
tions for work toward health equity.
The values that accompaniment
comprises—drawing near to, walk-
ing alongside, and breaking bread
with the sick and others at the mar-
gins”—have a long history rooted
in various religious traditions, but
accompaniment was first explicitly
advanced as a response to injustice in
Oscar Romero’s final pastoral letter.?®
Romero was a Salvadoran Roman
Catholic archbishop who was assas-
sinated in 1980 for his advocacy for
the oppressed and his nonviolent re-
sistance against an oppressive politi-
cal regime. Chilean priest-theologian
Gustavo Gutiérrez, known as the “fa-
ther of liberation theology,” uses ac-
companiment to frame the praxis of
a “preferential option” for the poor.”’
Theologian Roberto Goizueta fur-
ther expands accompaniment into an
ethic of solidarity, shared resources,
proximity, advocacy, and friendship
with particular poor persons.** One
cannot simply help the impoverished
and otherwise marginalized and then
retreat to what he calls a “safe enclo-
sure” at a “controllable, geographi-
cal distance.”™ Accompaniment is
not the same as traditional charity
or as mere “presence,” which, for a
surgeon, may mean doing morning
rounds or discussing a treatment plan
with a patient. For Goizueta, the key
difference accompaniment makes is
that the person with power is chal-
lenged to become geographically and
physically proximate to the person
or community they seek to accom-
pany.?

Accompaniment as a means of en-
gaging with disease and disparity can
be traced to Farmer’s work. Gutiérrez
and other liberation theologians sig-
nificantly influenced Farmers ap-
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proach to clinical care and research
throughout his career. In an essay
on the insights liberation theology
offers to health care, Farmer asserts,
“To those concerned with health, a
preferential option for the poor of-
fers both a challenge and an insight.
It challenges doctors and other health
providers to make an option—a
choice—for the poor, to work on
their behalf . . . [because] diseases
themselves make a preferential option
for the poor. Every careful survey,
across boundaries of time and space,
shows us that the poor are sicker than
the nonpoor . . . . Given this indis-
putable association, medicine has a
clear—if not always observed—man-
date to devote itself to populations
struggling against poverty.”*

Farmer then moves to critique
traditional global health ethics that
tends to neglect the profound influ-
ence of poverty on health outcomes
and blame those who are impover-
ished for their illness and destitu-
tion. Farmer suggests an alternative
approach of “pragmatic solidarity,”
through which one “makes com-
mon cause with those in need,” add-
ing to that sentiment “the goods and
services that might diminish unjust
hardship.”** This alternative approach
leads to the ethic of “accompaniment,”
which is invoked time and time again
to frame Partners in Health’s® mis-
sion to bring the best possible care to
impoverished and marginalized pa-
tients across the world. In an address
titled “Accompaniment as Policy,” de-
livered at a Harvard Kennedy School
of Government commencement,
Farmer explains, “Accompaniment’
is an elastic term. It has a basic, every-
day meaning. To accompany some-
one is to go somewhere with him or
her, to break bread together, to be
present on a journey with a begin-
ning and an end. There’s an element
of mystery, of openness, of trust, in
accompaniment. The companion,
the accompagnateur, says, ‘Tll go with
you and support you on your journey
wherever it leads. T'll share your fate
for a while—and by ‘a while,” I don’t
mean a little while. Accompaniment
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is about sticking with a task undil it’s
deemed completed—not by the ac-
compagnateur, but by the person be-
ing accompanied.”

There is cooperation, mutual
respect, and even risk involved in
accompaniment. In it, the accompa-
gnateur proceeds in step with the one
being accompanied. They are on the
road together; there is skin in the
game, so to speak, for both parties.
The accompagnateur puts herself at
the service and under the direction
of the accompanied, finishing when
the accompanied person or commu-
nity says the work is done. There is
friendship—a familiar proximity and
care—as well as solidarity and under-
mining of traditional power dynam-
ics at the heart of this approach.

Accompaniment also includes an

Accompaniment in Surgery: A
Case-Based Review

lthough an ethic of accompani-

ment has implications for how
surgeons and other practitioners care
for patients and engage with systemic
ethical challenges, it has generally
been applied in health care to chronic
and communicable disease manage-
ment, neglecting other dimensions of
clinical medicine, including surgical
care. There are resonances of accom-
paniment in the Lancer Commission on
Global Surgery’s 2015 report, “Global
Surgery 2030: Evidence and Solutions
for Achieving Health, Welfare, and
Economic Development.”® The au-
thors (Farmer among them) analyze
global surgical disease morbidity and
mortality in low- and middle-income

Work guided by an ethic of accompaniment not only

improves outcomes but also challenges clinicians to

forgo power, prestige, and wealth to create space

for the marginalized and minoritized to flourish.

epistemological shift” that moves our
ethical locus or starting point to those
who are impoverished or otherwise
marginalized or minoritized.*® Such a
shift entails more than simply inviting
people to the table; rather, it moves
the table to them or means going to
their tables to listen.*” Drawing near
to and choosing to privilege and trust
the voices of those who are oppressed
is a way of undermining power dif-
ferentials at the root of oppression, a
prerequisite for working together to-
ward a truly liberating justice.*” Work
guided by an ethic of accompani-
ment not only improves outcomes*!
but also challenges clinicians to forgo
power, prestige, and wealth to cre-
ate space for the marginalized and
minoritized to flourish.*? This chal-
lenging but fulfilling and ethical way
of life blurs the boundaries that are
often drawn between the professional
and personal lives of clinicians.

countries (LMICs), explore the eco-
nomic implications of expanding
surgical care, and speak clearly to
the worldwide inequities in access to
safe and affordable surgical care. The
commission calls for deep and lasting
collaboration between LMICs and
high-income countries, with the goal
of measurable improvements by 2030
in access to essential surgery and
specialist care, in surgical volume,
in perioperative mortality rates, and
in protection from impoverishing or
catastrophic medical expenditures.
Other echoes of accompaniment are
found in initiatives like Harvard’s
Program for Global Surgery and
Social Change or the Pan-African
Academy of Christian Surgeons.*
These echoes and resonances sug-
gest that the principles of accompani-
ment are well suited to the mission of
building surgical capacity in LMICs
and other resource-limited settings.
Yet an ethic of accompaniment has
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not been applied to clinical medicine
in the United States more broadly,
nor brought to bear more specifi-
cally on the clinical care of surgical
patients.

As one such patient, Samuel rep-
resents devastating experiences and
circumstances that are too familiar
in a United States that has become
well acquainted with gun violence,
especially in schools and among mi-
noritized communities. Although the
surgical team by all accounts offered
good medical and surgical care, this
case invites reflection on the differ-
ence an accompaniment approach
might have made. After attending to
Samuel in the acute setting, a surgical
team devoted to the accompaniment
of patients would ask the question,
how did Samuel get here in the first
place? Asking this requires a posture
that first seeks to listen. As it turns
out, Samuel had presented years be-
fore with two non-life-threatening
gunshot wounds. He was discharged
in stable condition after those
wounds were repaired, only to return
with these multiple new injuries. An
accompagnateur seeks to meaning-
fully understand the world of the
patients that most often present un-
der their care. Gaining such under-
standing will look different based on
geographic location and population
demographics.

Relevant to Samuel’s case, a recent
JAMA Surgery piece on surgical in-
novation, “The Bullet Related Injury
Clinic—Healing the Deep Wounds
of Gun Violence,” describes a surgi-
cal team listening to and accompany-
ing their community.® Jayne Hayes,
Indigo Hann, and L. ]. Punch de-
scribe a clinic that focuses on creating
“a new system of care . . . by provid-
ing low-barrier, timely, and cultur-
ally competent support of survivors
of BRI [bullet-related injury]”—a
clinic that was born out of extensive
community involvement through
the Stop the Bleed Campaign.
Upon discharge from the emergen-
cy department and referral to the
Bullet-Related Injury Clinic, pa-
tients receive a “BRIC Box,” which
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contains wound-care supplies and
over-the-counter pain medications.
Within seventy-two hours of dis-
charge, they receive a call inviting
them to the free clinic. At the BRIC,
clinicians address patients’ pain and
wounds along with “whatever physi-
cal, psychological, or social need is
most concerning to them at the time
of care.”” The authors hope that this
integration of timely clinical and
self-care support with existing hospi-
tal and community-based programs
might decrease rates of future BRI
and associated adverse psychologi-
cal and social outcomes, as has been
the case with similar hospital-based
intervention programs.” This exam-
ple demonstrates the art of listening
to the needs of the community and
responding in meaningful collabora-
tion with those being accompanied.
Perhaps a similar program would
have prevented Samuel’s reinjury and
permanent disability.

A member of Samuel’s surgi-
cal team seeking to accompany him
would contend with the various
structural realities that rendered him
at greater risk for violent injury. He
is a young Black man from a lower
socioeconomic background. Black
men are at disproportionately high
risk for bullet-related injury and fire-
arm homicide,” and firearm violent
crime has been linked to poverty and
lack of social capital.”® Considering
these realities might, for example, de-
termine the research one chooses to
pursue, lead one to join community
initiatives like the BRIC, or motivate
curricula that engage with structural
drivers of inequity. Accompaniment
does not require all surgeons to be-
come activists in the conventional
sense, but it does encourage activ-
ism and advocacy.’' Surgeons are not
multitool entrepreneurs who are
morally obligated to become experts
in social policy just because they
care for patients within spheres of
structural injustice. Nor is accom-
paniment a guise for extended pa-
ternalism, though roots of the latter
provide “many of the ingredients nec-
essary for a healthy patient-clinician

relationship|, including] . . . trust, fi-
duciary responsibility and a commit-
ment to resist self-serving, economic
abuse and exploitation of the sick.”
Rather, accompaniment makes room
for encountering a patient’s lived real-
ity, being caught up in patients’ lives.
Such encounters are full of fear and
surprise, of discovering creative and
meaningful ways to leverage privilege
to make a difference in the lives of the
sick, especially those disproportion-
ately affected by injustice.

Finally, an ethic of accompani-
ment is perhaps most challenging
and most distinctive when it inter-
rogates aspects of the practitioner’s
life that often have been deemed pri-
vate and thereby outside the bounds
of traditional bioethics and surgical
ethics discourse. An accompaniment
approach to surgical care pushes the
surgeon to interrogate the totality
of her life when considering how to
ethically engage with her patients
and community. This is because an
essential aspect of accompaniment
is its radical implication to live “in
proximity with those one serves.”>
This good of proximity invites the
surgeon (and all members of the
care team) to consider how to miti-
gate the distance between clinician
and patient, to resist retreating to
“safe enclosures”—guised as “protec-
tive’—that are geographically and
economically distant from zip codes
where the most vulnerable patients
reside. Accompaniment’s whole-life
ethic can be costly and entail risk,
but according to the religious tra-
ditions from which it came, it also
offers transcendent encounters and
communion with the accompanied
individual or community—encoun-
ters some have described as being like
encountering the divine, although an
accompagnateur need not be at all re-
ligious.>* Further, as demonstrated in
the work of Partners in Health and
others, accompaniment
health outcomes for those most af-
fected by disease and disabilitcy—
namely, those who are impoverished
and otherwise marginalized.>

improves
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Within modern American health
care, an ethic of accompaniment may
also offer an antidote to the burnout
caused by discontinuity: clinicians
increasingly see themselves as instru-
mentalized, organized, and made ef-
ficient at great relational cost. In the
recent Hastings Center Report article
“Love Your Patient as Yourself,” Tyler
Tate and Joseph Clair argue that the
technocracy of medicine has reorient-
ed the aim of a clinician to one much
like a mechanic’s. To revive and renew
both personal and structural tools of
healing, medicine must, as the au-
thors argue, be governed by its core
virtue of humanitas. Humanitas relies
on “the recognition of another per-
son’s shared likeness” and consequen-
tial awareness of “the duty to actually
care about people.”® Recognition of a
patient in their humanity requires de-
liberate “looking” at a patient in their
particularity (location, story, support
system, and so forth) and disabusing
oneself of a “spiderweb of self-serving
fantasies encapsulated by the phrases
‘doctors know best’ and ‘doctor’s
orders.””” These actions require hu-
mility to become accountable to the
story of a patient that breaks down
the boundaries of a hospital, moving
a clinician closer to her patients, their
lives, and the suffering that has driven
the clinician into a lifetime of healing
work.

In the case of a patient like Samuel
who has been affected by violence,
one seeking to practice accompani-
ment would consider how to become
proximate to the patient and to oth-
ers from the communities served by
the hospital. This approach “makes
it clear that the essential knowledge
needed to understand this issue can
be found only by immersing oneself
in communities,””® where one can
learn the history of the communi-
ties, discern how to prevent cases
like Samuel’s, engage patients’ fam-
ily members across cultural barriers,
and advocate effectively for reform.
Surgeons, of course, do not bear this
responsibility alone. Accompaniment
calls for bioethicists and other clini-
cians to “alter their social locations, to
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locate themselves not only within the
confines of the hospital but to sit in
the midst of communities that have
experienced gun violence in order to
delve deeper into the lived realities of
patients who have suffered a gunshot
wound.””

Gaining proximity to patients
who are poor or otherwise marginal-
ized might stir clinicians or ethicists
to support community health work-
ers or other forms of social and medi-
cal support that mitigate drivers of
structural injustice. It might prompt
hiring people from the neighborhood
to ensure representation that reflects
the demographics of the populations
a hospital serves—a strategy fol-
lowed by St. Bernard’s Hospital in
the Englewood neighborhood on the
South Side of Chicago.®® It might

Accompaniment might help sustain busy surgeons

Toward an Ethic of
Accompaniment in Surgical
Care

Some might find the ethic of ac-
companiment in surgical care that
we are advocating for unrealistic or
even counterproductive. Students,
trainees, and surgeons already are
stretched thin given the vast body of
knowledge and skills needed to be-
come excellent clinicians. We never-
theless propose that accompaniment
is possible for everyone from trainees
to attendings, as, rather than adding
to a surgeon’s work, accompaniment
reorders and focuses that work with
respect to the surgeon’s posture and
priorities. It also invites clinicians
and health care administrators to
question the harried pace of modern

and even make their work more fulfilling because of

(not despite) the ways that it brings them close to

the individuals and communities they are caring for.

inspire surgeons to allocate some of
their personal wealth toward com-
munity organizations that serve those
in need. It might even call some sur-
geons to move into the neighborhood
where they work, placing themselves
and their families in true proximity
to their patients’ community and al-
lowing these surgeons to make con-
nections and develop friendships
with people there. Together with
these neighbors, some surgeons may
cultivate a community characterized
by mutual care and commitment.®
Insofar as these and similar actions
multiply, the surgical ethos of cure
becomes more anchored in caring re-
lationships. The surgeon’s ethical lens
takes in not only the operating room
and hospital but also the community,
bringing congruence between the
proximity inherent in surgical care
and the experiences of patients out-
side the four walls of the hospital.

medicine and consider what it would
take to create time and space for true
accompaniment of patients and com-
munities.®

Some might contend that ac-
companiments interrogation of the
private sphere could hinder a field
that necessitates extreme focus and
even compartmentalization. It is true
that clinicians at times must com-
partmentalize to perform their job
well. In the case of trauma surgery,
for example, one might have to treat
as many as thirty patients on a busy
night of call. Excellent surgeons di-
rect their full attention to the patient
or operation at hand and then orient
that same attention to the individu-
als and families that come next—all
the while working cohesively with a
diverse medical team. In an exacting
discipline, many might believe it best
to leave each practitioner to decide
how to spend time in her self-defined
“own world” to protect from exhaus-
tion. Instead of another unfunded
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mandate for those who are already
terribly busy to “do more” or rest
less, accompaniment offers social re-
location, relationship, and proximity
that are potential sources of renewal
for busy clinicians suffering from
the well-documented depersonaliza-
tion that plagues modern medicine.®
Accompaniment might help sustain
busy surgeons and even make their
work more fulfilling because of (not
despite) the ways that it brings them
close to the individuals and commu-
nities they are caring for.

Some also might see accompa-
niment as better relegated to non-
surgical fields and chronic disease
management or worry that it might
direct surgeons’ focus away from op-
erating on the many patients who
need them working at the highest lev-
el of their training.* We believe that
the examples cited in this article dem-
onstrate accompaniment’s relevance
for surgical conditions. An ethic of
accompaniment has already motivated
violence-intervention programs, ini-
tiatives to mitigate racial disparities in
maternal health outcomes,” expand-
ing disciplines like surgical palliative
care,’® and the building of surgical ca-
pacity in and practice within resource-
limited settings. These achievements
give good reason to expect that an
ethic of accompaniment can help sur-
geons discover ways to meaningfully
work toward health equity and im-
prove the care of patients like Samuel.

Despite the rich theoretical and
practical history of accompaniment,
some may see accompaniment as
a utopian ideal, overextending the
responsibilities of surgeons, and po-
tentially endangering them and their
families. Accompaniment is costly
indeed, a “long defeat,” in Farmer’s
words.®” For that reason, society gen-
erally esteems people and communi-
ties that embrace such values. We do
not expect that the average reader,
in response to this article, will relo-
cate to an underfunded part of the
nearest city or to a rural community
in need of a practitioner. Nor is the
average surgeon necessarily able to
add community engagement on top
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of already extensive responsibilities.
Accompaniment is broad enough,
however, to invite intermediary
goods between “I need to sell every-
thing and move” and “I will keep
my patients at arm’s length, offering
them technically proficient care with-
in the boundaries of my institutional
role.” Accompaniment will not look
the same for every practitioner. Nor
does it require everyone to relocate to
impoverished communities—which
could even cause harm through gen-
trification or perpetuate harmful
White saviorism.®® Rather, accompa-
niment is a posture of opening our-
selves to the ways our patients’ lives
call out to us. It holds us accountable
for the health of our patients and
makes us open to their invitation to
become geographically and physically
proximate, often bringing discom-
fort because accompaniment entails
surrendering or sharing power. Our
argument is cautiously idealistic,
knowing that if change happens in
even a small minority of surgeons, en-
tire communities will be better for it.

In step with this cautious idealism,
outside the world of surgery, accom-
paniment can inform other medical
specialties and clinical disciplines, as
well as societal responses to inequi-
ties in health care and beyond.” To
fundamentally address the structural
drivers of health inequities, there
needs to be change at a societal level.
Such change necessitates high-level
advocacy and collective work toward
a new system oriented around health
care for all who need it, particularly
the vulnerable. Far from being lim-
ited to individuals, accompaniment,
if adopted by surgeons and by medi-
cine as a whole, could be a driver
toward a new social reality. It would
represent a collective of people with
social power who interface with these
inequities on a daily and bodily basis,
who choose to embrace an alternative
imaginary to the one that supports
our for-profit, inequitable system.
And, as noted by many who research
civil resistance, it takes only about 3.5
percent of a population to affect last-
ing social change.”” Accompaniment

is not the sole answer to every health
inequity or ethical quandary we face.
Yet what broad social changes might
take place if a small proportion of cli-
nicians more broadly took up the val-
ues that comprise accompaniment,
inculcating them in individuals and
institutions across the United States
and the world?

All in all, accompaniment is dy-
namic, as it takes its bearings from
the particular individuals and com-
munities that are accompanied.
Those shaped by it root themselves
in the lived experiences of marginal-
ized communities that suffer most
from injustice and thereby bear dis-
proportionate burdens of disease.
An ethic of accompaniment invites
surgeons to reconsider their relation-
ship to patients and the communities
they serve, to reduce the gulf between
surgeon and patient, and to create
space for breaking bread together in a
mutual pursuit of health, justice, and

equity.
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