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Positive Wrongdoings: 
Reading Doctors’ Narratives 
on Ordinary Ethics
Einat Avrahami

The ethics of everyday life, the morality of the ordinary, is the 
‘place’ in which medical ethics is enacted [. . .] The case studies 
filling ethics textbooks do not typically address the moral dynam-
ics of the everyday care of patients. Extraordinary decisions are not 
routine. An ethics of the ordinary is also required.1 

Doctors’ narratives about their experiences of “the morality of 
the ordinary” hit on major questions that have troubled ethicists in 
contemporary philosophy and ethical literary criticism in the last two 
decades and that deeply concern medical educators and practicing 
physicians in their endeavor to foster medical professionalism in the 
day-by-day care of patients. How can one accommodate moral ideals, 
understood here as the duties of medical professionalism, with the 
emotional messiness of ordinary living and the harried everyday real-
ity of medical practitioners? Who has moral authority in the clinical 
setting? Indeed, what do we mean when we talk about caregivers’ 
moral authority and responsibilities? How can doctors best balance the 
principles of beneficence and patient autonomy in their relationships 
with patients? And what images of the “good doctor” does medical 
education conjure and hope to instill in the minds and hearts of young 
students and residents? 

In their narrated accounts of ethical engagements, the doctors 
whose autobiographical stories I shall analyze in this essay place their 
moral choices in concrete, dense contexts that invoke what Martha 
Nussbaum calls “the indeterminacy, the sheer difficulty of actual hu-
man deliberation.”2 Because their narratives are more complex and 
more closely resemble the lived experience of practicing physicians 
than the usually terse “cases” in bioethics textbooks, those narratives 
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can function as valuable contributors and mediators of shared moral 
language and practice toward the development of ordinary medical 
ethics. As Cheryl Mattingly recognized, caregivers’ narratives are more 
than a mode of structuring raw clinical experience “after-the-fact”: they 
are bound with experience “in a homologous relationship.”3 Further 
than that, these narratives not only depict instances of daily moral 
engagement but also embody a handier and more natural way to 
reflect upon and understand moral issues than the top-down models 
of formal deliberation promoted by the prevailing theoretical discourse 
of bioethical principles. Indeed, if these “ethics narratives” provide a 
process of clarification of and partial answers to the weighty questions 
mentioned above, they do so by inviting their audience to think with 
their stories rather than simply to think about them.4 

The narratives I offer below, and my approach to reading them, 
are the product of years of engagement in narrative theory, research, 
and the pedagogy of narrative medicine.5 For the last seven years, I 
have enjoyed the great privilege of facilitating weekly, semester-long 
narrative medicine workshops and teaching courses in literature and 
medicine to different groups of healthcare professionals and learners, 
including family physicians and residents, nurses, medical students, and 
medical clowns, in various academic institutions in Israel. Like other 
literary critics who work with caregivers today in Europe, Canada, 
and the United states, I have benefited from stimulating interaction 
with the founders of the narrative medicine movement at Columbia 
University. Most pertinent to my teaching experience and to this dis-
cussion is rita Charon’s model of attention-representation-affiliation, as 
discussed in chapter seven of her book, Narrative Medicine: Honoring 
the Stories of Illness.6 The model frames every course and individual 
conference workshop on narrative medicine that I facilitate and serves 
as a conceptual and pragmatic point of reference that anchors ongo-
ing class exercises in close reading, narrative writing, and learning to 
respond to participants’ written accounts. While the readings and topics 
assigned to the classes do change, and the variety of participants and 
physicians who co-facilitate the workshops undoubtedly shapes the 
dynamics of and meanings that emerge in each class, we consistently 
try to fully attend to the demands of the narrative voices and forms 
by representing experience in writing and by accommodating our re-
sources of autobiographical memory and other categories of emotional 
and professional affiliation. 

Charon’s model is sturdy and sufficiently inclusive to sup-
port narrative therapy ideas such as the externalization of dominant 
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“problem-saturated” descriptions or stories.7 It also serves to mobilize 
the literary critical practice of separating the author from the narrator’s 
voice in literary representations—a practice from which the therapeutic 
idea of externalization was originally derived.8 Thus, as we share our 
written stories in class, the participants learn to attend to the narra-
tors and other speakers in the texts we read out loud; they become 
sensitive to the meaning-producing distinctions between the voices and 
perspectives of the characters, the narrator, and the implied author; and 
they learn to trace these voices in specific words and phrases, in the 
imagery, in the temporal organization, in the duration of the telling, 
and in the narrative’s implied audience. We do so not because we 
want to turn into “authors” and literary critics but with an underlying 
awareness of what grounds the ethicality of narrative medicine in the 
clinical encounter: “that one must tell of what one undergoes in order 
to understand it and that, as a consequence, the health professionals 
who accompany one through illness have a responsibility to hear one 
out.”9 In learning to tell and to listen to the telling, in inviting persons 
to audience their own narrative performances, the relational nature 
of the narrative framework is consciously enacted. Meaning emerges 
as a co-construction, sustained by an interaction between writers and 
readers that depends on the context of narration as well as on the 
identity of the readers. 

out of the many powerful and moving narratives written and 
shared orally (and sometimes dramatized and performed by the medical 
clowns) in those classes, I have chosen to cite and respond to three 
physicians’ narratives, two of which are authored by expert family 
physicians and one by a resident in family medicine. The narratives 
were originally written in Hebrew in the family medicine clerkship at 
the Technion Medical school in Haifa in the fall semesters of 2006 and 
2008 during two narrative medicine elective courses co-facilitated by 
myself and Professor shmuel reis, M.D. In this family medicine clerk-
ship, it is not unusual for expert family doctors to attend small-group 
elective courses. In fact, of the eight participants in each of our 2006 
and 2008 courses, six were experts (the ratio was inverted in our Fall 
2009 narrative medicine course). While all sixteen participants wrote rich 
and complex narratives, both in class and as part of their term papers 
for the course, the three narratives here were selected, first, for their 
subject matter of ordinary medical ethics and, second and crucially, 
for keeping with the authors’ sense of professional integrity.10 After 
obtaining the authors’ permission to reprint their narratives, I translated 
them into English and let the authors edit the English versions until 
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they approved of the manuscripts. Perhaps because none of us are na-
tive speakers of English, the Hebrew versions strike all of us as more 
fluent, resonant, and easier to relate to. Two of the physician-writers 
actually commented on the strangeness of the experience of reading 
their narratives in English. However, none of the authors felt that the 
translation was a misrepresentation of the original story. 

This initial discussion of what I hope will mature into a larger 
project of reading health-providers’ narratives focuses on narratives 
that engage quite explicitly in ways of thinking about and negotiating 
matters of ordinary medical ethics. I have found that such an engage-
ment with how to think about moral practices distinguishes practicing 
physicians’ narratives from the pre-clinical medical student narratives 
that I have encountered, the latter tending more to assert rather than 
to open for discussion the ethical positions and responsibilities of their 
tellers. Despite the pre-clinical students’ often brilliant narrative per-
formances of empathy, their stories acknowledge and seem to endorse 
only one position of ethical responsibility—that of expressing respect 
for patients dignity and eliciting the reader’s compassion through 
narrative mechanisms of identification with the suffering patients they 
depict. Practicing physicians’ narratives, on the other hand, mobilize 
more complex dynamics of dealing with moral commitments in dense, 
specific situations. Bracketing, then, for future discussion the central 
problem of what happens to medical students’ resources of empathy 
during their training programs, this paper investigates the moral goods 
to be found in particular doctors’ narratives.11

As a provisional guideline for reading the narratives, I take Alfred 
I. Tauber’s summary admonition, voiced by “a philosophy of the ordi-
nary,” to establish ethical investigations not through some “theoretical 
structure on which to hang the messiness of the world . . . and [then] 
to penetrate the bewildering swirl of the mundane to the deeper reality 
or significance of everyday life,” but rather “to grasp everyday life on 
its own terms.”12 In light of our “responsibility to hear one out,” this 
call makes a lot of sense to practitioners of narrative medicine.13 Yet, 
unlike Tauber’s principle-based discussion of ordinary medical ethics, 
defined as “the demand of caring for another,” this article builds on 
a narrative view of the form that moral knowledge and justifications 
take.14 Indeed, somewhat inconsistently with his claim that “[u]ltimately, 
care for another is a question of character,” Tauber prescribes the 
form of evaluating moral medical care in the traditional vocabulary 
of principlist ethics.15 Thus, “the dictum remains that in the clinical 
universe, values structure all facts so that their meaning and signifi-
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cance only take form when they are sorted, organized, prioritized, and 
acted on as determined by the rules governing the value-based choice 
optimizing patient care.”16 It seems to me, however, that when we are 
speaking of ordinary ethics in the clinical setting, we are required to 
share with others a moral medium and that the narrative form is the 
most appropriate medium for the negotiation of everyday practices of 
responsibility. But to fully appreciate both why the narrative form and 
physicians’ narratives in particular provide moral understanding and 
how their reasoning works, we need to turn briefly to two theoretical 
templates of morality: the “expressive-collaborative” model of ethics 
launched by Margaret Urban Walker in her influential book Moral 
Understandings and the view of ethical reading, articulated by literary 
critics such as Wayne Booth, which scrutinizes our relationship with 
“the chooser, the shaper” of the narrative: an implied author who is 
usually more complex ethically than the narrator or any one character 
portrayed.17 In the following, theoretical part of the discussion, I will 
situate myself as a reader in a philosophical way, which may strike 
the participants in the narrative medicine workshops I teach as quite 
foreign. some readers may choose to skip the theory portion of this 
article and go directly to the readings of the stories, but I find it 
important to show the convergence of narrative medicine and at least 
some narrative ethics ideas in order to establish the conceptual basis 
for the kind of dialogic interaction that we practice in the narrative 
medicine classes. 

Let us turn to Walker first. Walker critiques the prevailing for-
malist model of ethical theorizing and its applications in philosophy, 
which she calls the “theoretical-juridical model.” It is a model that 
“tends to view moral knowledge as ‘modular,’ that is, as having a core 
knowledge independent of or at least abstractable from other kinds 
of knowledge.”18 As glimpsed in my quotation of Tauber’s “dictum” 
above, this model prescribes moral knowledge in terms of a formal 
ranking of the relations among a compact set of law-like propositions, 
“sorted, organized, prioritized” and ultimately stipulated as the only 
sufficient conditions for moral “meaning and significance” to “take 
form” at all.19 As Walker puts it, “The way this conception of moral-
ity is ‘theoretical’ is clear: Moral capacity is pictured as itself a kind 
of theory within an agent, or at least as something the agent knows 
that can be represented in that form. The conception is ‘juridical’ twice 
over: Moral theories are themselves seen as delivering or justifying 
verdicts on cases (jury or judge, as it were); and moral philosophy is 
a tribunal under which competing moral theories are scrutinized and 
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judged for (especially their logical and epistemological) adequacy.”20 
Walker maintains that, contrary to its pragmatic promise for action-
guidance, the “theoretical-juridical” model can only “‘explain’ the moral 
behavior of a well-formed moral agent,” and even that behavior not 
“in the sense of predicting what will happen or revealing the causal 
mechanisms underlying what does happen, but rather by ‘explaining’ 
what should happen.”21 Characterized by impersonality, intellectualism, 
rationalism, individualism, and a transcendence of social conditions, 
the code-like model, which is usually displayed as the end point of 
an impartial expert observation or analysis, actually embodies highly 
selective views and contexts that mirror moral philosophers’ “own 
moral training, formed character, and social experience.”22

The picture of morality that Walker favors instead, and which 
she calls “the expressive-collaborative” template, is culturally-situated 
and practice-based. This alternative model “looks at moral life as a 
continuing negotiation among people.”23 Morality is seen as constructive, 
interpersonal, and defined as “a socially embodied medium of mutual 
understanding and negotiation between people over their responsibility 
for things open to human care and response.”24 In this view, “[there 
is] no pure core of moral knowledge, much less one to which access 
might be gained by pure reflection.”25 rather, “moral knowledge is 
thoroughly situated and embedded in social, psychological, historical, 
anthropological, and other empirical knowledge.”26 Moral reasoning 
takes the form of narratives, specifically by inviting close descriptions 
and analogies among narratives of relationship, identity, and value.27 
“Because,” she writes, “people and their relationships are not uniform 
and situations are not necessarily repeatable, moral consideration on 
this view presses toward enrichment of detail and amplification of 
context. Because negotiation of our lives in moral terms is a continuing 
process, new situations must be mapped onto past understandings and 
projected into future possibilities. The greater part of moral reasoning 
will thus be analogical and narrative.”28 

Walker grounds the idea that “a story is the basic form of repre-
sentation for moral problems” in the assumption that no moral agent 
is unsituated or placeless, and that “[m]oral concepts and judgments 
are an integral part, but only one part, of practices that attempt to 
organize feelings, behavior, and judgment in ways that keep people’s 
expectations in rough equilibrium.”29 It is through the expressive and 
collaborative process of learning about the histories and expectations, 
both present and future, of our relations with others that we produce 
and refine our storied knowledge of “who we are” and make sense 
of the values and responsibilities we care about over time.30
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Walker recognizes that her project “is a work in metaethics.”31 It 
emphasizes what ethical theory on the expressive-collaborative model is 
all about: it is not only about action-guidance but also about “clarifica-
tion of shared understandings and evaluation of emotional responses 
to past acts, especially failures to live up to responsibilities.”32 This 
may explain why she only skims through the skills that we rely on 
in practices of moral understandings: “skills of perception are shaped 
by learning what to notice and how to attend to it; discursive skills 
by learning how to describe things and what it makes sense to say; 
skills of responding appropriately in feeling and behavior by learning 
where feelings fit and what counts as expressing them.”33 Ethical liter-
ary criticism, on the other hand, concretely investigates how shared 
understandings are embedded in narratives, which rhetorical and ana-
lytical skills we use when we engage in narrative reasoning, and how 
the form of stories influences our evaluation of emotional responses 
during the time of telling or listening to or reading narratives.34

Unlike the model of formal deliberation employed in principlist 
bioethics, ethical literary criticism “collapses the distinction between 
how we arrive at a value judgment and how we defend it.”35 In 
Booth’s words, “[t]he usual way of thinking about how we argue 
for our conclusions separates inquiry and discovery from explanation 
and proof—perhaps because in the physical sciences that divorce is 
sometimes useful. In evaluative criticism, however, it is impossible to 
distinguish the two sharply.”36 As will be made clearer by the following 
readings of the doctors’ narratives, and as we practice in our narrative 
medicine workshops by attending, representing, and affiliating with 
the participants’ narratives, the discovery of our ethical evaluation of 
stories is inextricable from the process of closely reading them. “re-
gardless of how we may choose to defend our judgments as though 
they resulted from deduction or induction, or to relate them to univer-
sals we hold dear, they reward our attention only when they spring 
from . . . a thoroughgoing particular engagement with this narrative, 
considered neither as based on nor leading to general rules but as 
an ever-growing awareness of what is humanly possible in some one 
kind of endeavor.”37 Walker’s versions of narrative ethics and ethical 
literary criticism thus complement one another. They share the claim 
that narrative is both the medium of expressing moral understandings 
and the very subject of our investigation of “the ethical value of the 
stories we tell each other as ‘imitations of life,’ whether or not they 
in fact claim to depict actual events.”38

still, in the light of deconstructive and poststructuralist theories of 
reading that have dominated literary studies in the last decades, it is 
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reasonable to ask what guarantee we have that physicians’ narratives 
are valid accounts of their authors’ practices of professional experience? 
And how, moreover, would reading them “on their own terms” ensure 
that we avoid the risks of a moral parochialism, on the one hand, and 
the discursive reinforcement of extant social distributions of authority 
and power on the other? It has been my claim all along that in the 
context of practicing moral reasoning through the externalization of 
problematic descriptions in narratives, physicians’ stories offer richer, 
more nuanced, and therefore more challenging situations of ordinary 
medical ethics than many case-based medical ethics guides.39 regardless 
of the problematic nature of autobiographical representations, whose 
evidential status I have discussed elsewhere,40 the stories I examine 
here accurately account for both the performance of certain actions 
and the mental or emotional states that accompany them in ways 
that authentically situate the moral agent and invoke a social rather 
than merely personal identity. However, to answer the second ques-
tion beyond the general point that it “concerns open-mindedness” in 
Jerome Bruner’s sense of “a willingness to construe knowledge and 
values from multiple perspectives without loss of commitment to 
one’s own values,”41 we need to take another short detour, this time 
to show how explaining moral reasoning in terms of a collaborative 
rhetorical process provides a way out of the standoff between radical 
skepticism and a constructivist view of the reproduction of oppressive 
cultural discourses. 

The concept of collaboration I have in mind draws on Chaim 
Perelman and Lucie olbrechts-Tyteca’s theory of argumentation, with 
its “emphasis upon a relative rationality manifest in the audience’s 
adherence to a discourse.”42 Although they do not directly deal with 
the narrative structuring of experience, Perelman and olbrechts-Tyteca’s 
theory of rhetoric clarifies the representative status of the moral claims 
embedded in narratives by admitting the possibilities of knowledge 
across a gradient consisting of “the credible, the plausible, the probable, 
to the degree that the latter eludes the certainty of self-evidence.”43 As 
shown by the following passage from The New Rhetoric, Perelman and 
olbrechts-Tyteca’s pragmatic, anti-foundational perspective on the ways 
language is used by and how it affects people eschews both naïve real-
ism and a positivistic empiricism with respect to our responsibility to 
rhetorical evidence. Ironically, the passage juxtaposes the outrageously 
similar fallacies that inform both the total non-commitment of the 
skeptic and the total commitment of the fanatic:
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since rhetorical proof is never a completely necessary proof, the 
thinking man [sic] who gives his adherence to the conclusions of an 
argumentation does so by an act that commits him and for which 
he is responsible. The fanatic accepts the commitment, but as one 
bowing to an absolute, an irrefragable truth; the skeptic refuses the 
commitment under the pretext that he does not find it sufficiently 
definitive. He refuses adherence because his idea of adherence is similar 
to that of the fanatic: both fail to appreciate that argumentation aims 
at a choice among possible theses; by proposing and justifying the 
hierarchy of these theses, argumentation seeks to make the deci-
sion a rational one. This role of argumentation in decision-making 
is denied by both the skeptic and the fanatic. In the absence of 
compelling reason, they both are inclined to give violence a free 
hand, rejecting personal commitment.44 

This is Perelman and olbrechts-Tyteca’s relational view of rationality: 
on the one hand, they “[seem] to accept the notion that there is an 
external reality, knowable by humankind, and, ultimately, capable of 
expression in language”; on the other hand, they are “steadfast in 
maintaining that one person’s reality is another’s appearance.”45 From 
the perspective of narrative reasoning, this view helps to identify the 
rhetorical and cultural construction of audience(s) in narrative rep-
resentations while, at the same time, accounting for the position of 
concrete audiences of readers as actively involved in modifying the 
narrative’s moral interpretation.

For Perelman and olbrechts-Tyteca, moreover, the ethical dimen-
sion of rhetoric seems as crucial as its truth-value, which in any event, 
is always confined to and tested by the relative relationship among 
speaker, thesis, “universal,” and “particular” audiences. Like Booth’s 
inclusive notion of “the implied reader” of a literary text,46 the term 
“universal audience” calls for clarification since, in the current critical 
climate of wariness toward whatever resonates of homogeneity and 
universality, it may well be misconstrued. In spite of its immedi-
ate connotations, the universal audience is not absolute, but relative 
through and through. It is defined by Perelman and olbrechts-Tyteca 
as the speaker’s imagined ideal standard of unanimity and universality 
achieved as a matter “not of fact, but of right,” and is surprisingly 
close to Foucault’s concept of discourse as a regularizing collectivity, an 
institutional will that overrides every individual statement.47 “Everyone 
constitutes the universal audience from what he knows of his fellow 
men [sic], in such a way as to transcend the few oppositions he is 
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aware of. Each individual, each culture, has thus its own conception 
of the universal audience. The study of these variations would be very 
instructive, as we would learn from it what men, at different times in 
history, have regarded as real, true, and objectively valid.”48 As Allen 
scult has pointed out, Perelman is less interested in the ontologies of 
his terms than in their performative value—the ways in which they can 
be used. I agree with him that the universal audience is “best viewed 
as a metaphor” which is not to be confused with objectivity or the 
certainty of self-evidence, but is rather “a construct in [the speaker’s] 
mind composed of all those competent to understand [her] argument 
and therefore give their assent to [her] conclusions.”49 This imagined 
entity is juxtaposed with the speaker’s particular audience—the con-
crete auditors who belong, simultaneously, to “a number of disparate 
[social] groups.”50 Together they constitute the interdependent ensemble 
of “those whom the speaker wishes to influence,” and they do so 
by constantly checking and “pass[ing] judgment on one another.”51 
An argument evolves, then, by a process of mutual censorship that 
conditions choice and decision at the crucial junctures of universal 
audience, particular audience, and the speaker’s own inclinations. It 
is by this process that the speaker develops her knowledge of each 
audience to the degree that she can anticipate and persuade it. Yet, 
again, “conditioning” is a process that functions both ways, affecting 
the speaker and her argument as much as it affects the audience. 

With respect to reading the following narratives, this concept of 
rhetorical knowledge highlights the mutual performance of writer and 
reader in the process of producing the moral reasoning of the nar-
rative—the “expressive” and the “collaborative” elements in Walker’s 
preferred moral template. The instability of meaning inherent in such 
a collaborative performance is at once productive and fallible. It is 
productive, for “in sharing descriptions of narrative experience,” as 
Booth put it, “we can always clarify and sometimes simultaneously 
refine our [appraisals] of value.”52 And yet, our aim of “sharing un-
derstanding” becomes more and more complex once we recognize that 
“[m]oral guidelines are not mechanical because things of importance 
are multiple, often multiply relative (in terms of importance to whom, 
for what, when, given what else).”53 My analyses, therefore, build on 
the sense that moral justifications are “from the first and at the last 
interpersonal.”54 I shall concentrate on the textual evidence and terms 
provided by the narratives themselves to support my understanding of 
what is to be learned. At the same time, I am fully aware that every 
reading of a narrative is inescapably an ethical appraisal that relies 
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on “[an implicit] comparison between the always complex experience 
we have had in its presence and what we have known before.”55 The 
following readings, then, though by no means the last word on these 
narratives, introduce my thinking about them as “positive wrongdo-
ings”—the fruitful contemplation of moral accountability in narrative 
action and experience. The reading of Yossi Kuchnir’s “Ethics” is 
basic to my argument for moral justifications as “produced by and 
in histories of specific relationships.”56 Next, my reading of Michael 
Kaffman’s “The Angel of Death” attempts to show how moral agents—
specifically the physician-narrator in this story—clarify and refine their 
moral judgments and responsibilities during their narrative experience 
or in the act of telling. In the final reading of omer Liberman’s story 
“Floor-Panels,” I will focus on storytelling as testimony, in which 
the narration becomes a conscious act of restoring a disrupted moral 
equilibrium. I begin with Kuchnir’s “Ethics” since it openly engages 
in the problematic nature of applying principles to cases in everyday 
medical situations.

Ethics / By Yossi Kuchnir, M.D.

I hate my voice mail. All the patients I don’t get to examine. All 
of those who want to come without an appointment or have me leave 
them referrals or prescriptions or explanations. All the justified and less 
justified demands, the disappointed sighs on my pre-recorded message that 
I will be absent for a day or two. I hate my voice mail.

On that morning, among the twenty-four messages, I had three mes-
sages from the same woman—not even a patient of mine but the mother 
of a patient. She must see me urgently about her son. 

Even before I managed to return the call, my eyes met hers on 
opening my door to invite the next patient in. She and her husband 
nervously stormed into my examination room. 

“You must give us some explanations about his disease; we’re sick 
with worry.” They handed me some test results with trembling hands. 

I remembered her from casual encounters when I filled in for her 
regular physician, monitoring tests for her oncological follow-up after 
treatment of a rare tumor she was diagnosed with. She was well again. 
But now, the fear in her eyes had returned. Now the son.

“So where is he?” I asked. After all, he is not a child; he is thirty.
“He couldn’t get here, and asked that you explain the test results to 

us and tell us where to be referred,” she quickly mouthed. Torn between 
my professional duty and my wish to restore to her some peace of mind, 
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I found an outlet in looking at the test results—a document from the 
pathologic laboratory of the hospital, describing glandular gastric tissue 
from the greater curvature showing multiple inflammatory cells and a 
positive test for Helicobacter Pylori. 

Just an infection.
I never attended a “Breaking Good News” course, but I smiled and 

said, “I can’t specify because your son isn’t here, but will only say this 
isn’t a dangerous situation. It’s an infection; it’s not cancer.” 

Moved, the couple went out of my room, leaving me with turbulent 
feelings. Could I have behaved differently?

The next day, there were repeated messages on the voice mail, with 
increasing urgency. A thirty-year-old child. Looking for me. Let him look.

I postponed the conversation, but then the notes started to arrive, 
the secretaries knocking on my door, asking that I rescue them from the 
raging bull and return the call already. 

I went out of the room to call, since my outside line was blocked 
for reasons of economy. Get on with it, I thought. In a few minutes I 
could put this call behind me.

“How dare you?” he starts without a greeting. “How dare you give 
medical information about me to my parents! I’ll file a complaint about 
you to the medical association. I can even sue you!” 

His rage seeps through the holes in the speaking tube. 
You’re right, I whisper and remember the chief’s office, the internal 

medicine ward at another hospital, following an especially hideous night 
on call with unsuccessful resuscitations. You’re right, she had quietly 
answered the complaints of aggressively hurting relatives, upon which a 
big tape recorder had emerged from one relative’s bag.

“We’ve recorded you!” the relative triumphantly cried, on the way 
to filing a complaint or seeking media exposure . . . .

“But,” I excused myself, “your parents said you asked them to . . . .” 
“No! They broke into my room and found the test results on my 

desk!” 
I realize I’m the scapegoat in his belated revolt against clasping, 

suffocating parents. Yet, he is right.
“You let me down!” he says. “And I chose you. And now before 

we part forever, since I know how hard it is to find a good physician, I 
want you to recommend another family doctor.” Actually stabbing a knife 
in my guts and twisting it. 

Strange, I think, that the patient leaving you still depends on you 
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to recommend another good doctor. And I can think of only one character. 
So I recommend a colleague of mine, a specialist in medical ethics. 

The story’s most visible moral problem is outlined in the plot. It in-
volves a conflict between the doctor-narrator and one of his patients, 
the patient accusing the doctor of betraying his trust by disclosing 
medical information about him to his parents. over the phone, the 
doctor admits that the patient is right, in answer to which the patient 
asks the doctor to recommend another doctor, since good physicians 
are hard to find. The story ends with the speaker’s remark: “so I 
recommend a colleague of mine, a specialist in medical ethics.” While 
the story seems at first to be framed by the narrator’s moral error 
and to logically conclude with his skepticism about the enterprise of 
applying “ethics” in the clinical setting, my reading suggests that its 
particular narrative arrangements call for perceiving ordinary medical 
ethics in terms of a thoroughly situated moral knowledge. read in 
this light, the story undermines the “deductive relation of validity 
that holds between some premises and a conclusion” according to the 
theoretical-juridical model with its underlying principlist rationale that 
“[the] conclusion is true if the premises are.”57 

The narrative explicitly poses the question of whether we need 
“ethics specialists” to resolve moral difficulties in the everyday dynam-
ics of medical care. At a simplistic, contractual, and judicial level, the 
doctor is judged and found guilty, since the ethical problem would 
have been annulled had he followed “the rules . . . optimizing patient 
care,” specifically the premises of confidentiality and patient privacy.58 
This is how experienced doctors first reacted when they heard about 
the story: one should never disclose information about a patient even 
to his parents, not even when they say that the patient, their son, 
sent them. That the doctor is sorry and that he loses his patient is 
as it should be, and this is what he and all of us should learn from 
this little fable.

Clearly, these particular auditors’ responses conform to the picture 
of medical ethics as “a bag of ethical tools” or a moral gown that 
doctors can don and take off at will. And where certain doctors fail 
to apply the rules, we should look to the expert to keep them on 
track regardless of the particulars in the given situation, which must 
be “purified” and discarded to reveal a core moral knowledge. surely, 
many doctors and medical educators would join ethics specialists in 
conceding this picture of morality, often because, in eliminating the 
particularizing narrative information, such a modular model of ethics 
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“fits better with the needs of a regulatory, bureaucratic approach to 
ethical decision making in biomedicine.”59

Yet, the experience of closely reading the narrative is very different 
from the reaction to it when just hearing about it. These experiences 
are different because the principal logic of story telling is sequential, 
not deductive. The act of grasping a narrative entails that we attend 
not only to its unique constituents (the events, mental states, characters 
etc.) but also to the meaning conferred on them by their place in the 
overall sequence.60 “In narratives,” as Walker has said, “what comes 
later takes on particular meaning in part because of what preceded it, 
while what came earlier may finally look very different depending on 
what happens later.”61 For example, Kuchnir’s story concludes with the 
proposition that we would be much better off leaving medical ethics 
to the experts; still, if we re-read the beginning, we see that the grain 
of moral inadequacy issuing forth in the ending is already planted in 
the opening so that the story is, in fact, framed by the doctor-speaker 
in a much broader sense of professional inadequacy: “All the patients 
I don’t get to examine,” in the second sentence, is structurally paral-
lel to the decision to “recommend a colleague of mine, a specialist 
in medical ethics” in the last sentence. But this repeated admission 
of inadequacy is not just a means of emphasizing the doctor’s failure 
to accommodate all of his patients’ expectations. It also embodies a 
clear emotional dynamic. At the story’s opening, the speaker displaces 
his rage at “the justified and less justified [patients’] demands” onto 
his voice mail (the “I hate my voice mail” refrain), whereas, by the 
ending, he has packed his “turbulent feelings” following the encounter 
with the parents, as well as his moral disgust with them and their 
son, and his wounded sense of betrayal by the “thirty year old child 
[patient]” and seems to have transferred the whole emotional pack-
age onto the “character” of the “specialist in medical ethics.” such a 
repetition of the movement of transference not only frames the events 
but, in fact, controls the meaning of the whole narrative. 

And yet, I wish to argue that this narrative is not “about” 
the speaker’s irrationality or emotional inadequacy, nor does it side 
with the narrator’s surrender of medical ethics to the experts. Liter-
ary criticism enables us to distinguish between the speaker, who is 
also a character in the story, and the story’s implied author—the one 
who employs the pattern of inadequacy and who organizes the other 
narrative devices, such as the hectic setting and temporal frame, the 
insertion of dialogue in direct speech, the choice of the dramatized 
characters, the metaphors, and the very placement of the significant 
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title “a specialist in medical ethics” at the closure. The implied author, 
rather than the speaker, projects the values of the narrative, and his 
or her implied identity is an idealized version of the flesh and blood 
author.62 Booth’s observation on our relation to the implied author is 
pertinent to my reading, for he expands “the notion of the ethical to 
include all of the characteristics of the implied creator, and all of our 
relationship to him.”63 The existence of the implied author complicates 
and adds layers of meaning to Kuschnir’s story since it compels us to 
recognize and respond also to the different stories that are nested in 
the plot. These various nested stories—the mother’s rare cancer story 
and her anxiety about her son’s illness, the suffocating parents/son 
relationship, the chief of internal medicine’s admission of failure and 
her being tape-recorded by her patient’s relatives, and the narrator’s 
own underlying fear of being abandoned, condemned, or even sued—
all together inform the ethos of the narrative. And here again I draw 
from Booth’s definition of “ethos,” according to the original usage of 
the term in ancient greece, to mean “something like the ‘character’ 
or ‘the collection of habitual characteristics’ . . . [that] in a person or 
a society could be counted on to persist from situation to situation.”64

“Ethical literary criticism,” says Booth, “attempts to describe 
the encounters of a story teller’s ethos with that of the reader or 
listener.”65 such encounters demand a different form of attention and 
evaluation than the procedure endorsed by the theoretical-juridical 
approach since they compel us to engage, rather than disengage, 
with the very concrete “hand” given to this doctor by fate. While a 
theoretical-juridical perspective stipulates that the focus in the story is 
broken trust between patient and doctor, which can be shown by logical 
deduction to derive from the doctor’s transgression of the premise of 
confidentiality, from a narrative-ethics view, the theme of betrayal is 
inextricably anchored to all the histories of identity and relationship 
nested in the plot: the parents/son relationship that had consolidated 
years before any of them first stepped in the doctor’s office, the chief 
of internal medicine deceived by relatives, the doctor’s caving in to 
the secretaries, and the unjust demands placed by society at large on 
individual physicians’ limited resources of energy and time. All of 
these stories within the story provide pertinent moral knowledge that 
counterbalances the patient’s story of broken trust and raises instead 
the meaning and significance of the narrator’s confrontation with his 
own moral fatigue. What is at stake in this story, and in the two 
other doctors’ narratives that we will read next, is the identifiable 
individual’s expression of situated moral difficulty, in the clarification 
of which we are called upon to collaborate. 
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It is important to realize, however, that the point in reading 
these “ethics narratives” is not simply to turn doctors’ descriptions of 
moral practice into a normative blueprint for moral action. The real-
ism promoted through doctors’ narratives is not naïve but self-critical, 
interpretive, negotiable, and it testifies to the drastically changed moral 
and social status of doctors in contemporary western culture. Compare 
for a moment Kuchnir’s personal expression of empirically situated 
moral difficulty with the glaze of moral perfection surrounding Milly 
Theale’s relationship with her consulting physician, sir Luke strett, 
in Henry James’s 1902 novel, The Wings of the Dove. I refer to the 
particular scene of Lord Mark’s first visit to Milly’s palace in venice, 
when she at last openly admits to the fact of her terminal condition. 
His immediate reaction to Milly’s disclosure is “Why haven’t you 
advice?” which the narrator in the following lines explicitly compares 
to “remedy”: “Milly met Lord Mark’s remedy with a smile. ‘I’ve the 
best advice in the world. I’m acting under it now.’”66 In fact, in this 
morally highly complex novel, the only character to be placed on a 
moral pedestal and to enjoy full moral authority and constant trust by 
all the parties involved is the physician, sir Luke. significantly, too, his 
relationship with Milly does not seem to pose any material, financial, 
or geographic constraints. Money is just not an issue. Whereas the 
doctor in Kuchnir’s narrative has to step out of his office to make 
the crucial phone call to his angry patient in full hearing and view 
of the secretaries and other patients in the waiting room for “rea-
sons of economy.” And, of course, it is convenient that Milly has no 
family to complicate matters of patient autonomy and privacy. This 
narrative situation enables sir Luke to transcend social conditions in 
his relations with Milly and to exercise moral choice as if by a fully 
independent agent. 

By contrast, all the doctors’ accounts that I am reading agree that 
“ethical choices characteristically [are] determined by the social milieu, 
where identities derive from several sources and options exhibit cor-
responding complexity.”67 This does not mean that narrative ethics is 
devoid of standards or that, from a narrative view, the employment 
of standards is only a matter of “historical, contingent or discretionary 
choice.”68 It means rather that standards should be argued in view of 
the self’s relational position, embedded as it is “in relationships, which 
of themselves, confer identity.”69 rather than assuming a monolithic 
and independent subject position, doctors’ narratives show that “moral 
character is always in formation, never fixed. Every choice we make 
in life is both a reflection of the self we are and a creation of the 
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self we are becoming.”70 These accounts are therefore lived not only 
backward, but forward, and they reflexively refine the writers’ capabil-
ity to rely on their reactions to difficult moral situations in the future.

The following narrative, “The Angel of Death,” instantiates what 
it means for ethics narratives to live forward, aware of the self’s 
moral becoming. As Howard Brody has said in Stories of Sickness, 
many moral decisions and tasks in the clinical setting are approached 
prospectively rather than retrospectively: they concern not what has 
already happened, but what the agent needs to decide to do now for 
the decision to gain moral weight in the future.71 Therefore, a model 
like the juridical-theoretical model “that accounts for [moral tasks] only 
in retrospect may be a poor model for explaining the actual way we 
perform the tasks.”72 As in Kuchnir’s “Ethics,” literary criticism crucially 
contributes to our grasp of the sequential and temporal dimensions of 
moral understandings through the distinction between the narrator and 
the implied author of “The Angel of Death.” Yet, unlike the nested 
stories and relationships in “Ethics” that enlarge our range of moral 
knowledge, this story is emplotted by the narrator’s encounters with 
many unknowns. Here, the very confrontation with the strange and 
unsettling informs the narrator’s educational process and the narrative’s 
moral thrust toward the future.

The Angel of Death / Michael Kaffman, M.D.

Tamar’s two children landed only yesterday. Two days previously, she 
still stopped at the clinic to report her shortage of breath at every step 
she takes and the pain that had returned to scorch her body like a flame. 
On my home visit yesterday afternoon, I met her son and daughter who 
lived—he in England and she in the US. They were startlingly cheerful 
and noisy. I did not feel comfortable with such excessive merriment. But 
when I saw Tamar sitting on the sofa with a big smile illuminating her 
face, I thought I might have jumped too quickly to a conclusion about 
the ambiance. After the greetings, I settled by the sofa and focused on 
the detached Tamar, whose eyes closed at times, yet her lips retained the 
same beatific smile. When I asked about any pain or trouble, she smiled 
and said, 

“I have everything now. Tomorrow I want to go.” 
On my arrival at the clinic today, Nurse Dalit reported that Tamar 

is not getting out of bed anymore. During the night, a caretaker stayed 
with her (her children slept in guest rooms nearby), and at midnight, in 
heavy breathing grunts, she commanded the aid to summon her family 
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from around the settlement. Soon her whole family stood by the bed, 
and Tamar, in a thunderous voice which recalled other days and times 
addressed them and said: 

“I, Tamar, in a lucid mind and clear consciousness, part from you 
and request that you help me go from here.”

She then mumbled a few unclear words and sank into a stupor. 
The caretaker, terrified of the event and of Death knocking on the door, 
asked permission to return to her village while Tamar’s children remained 
to sleep with Tamar in her house. 

At noon, as I entered Tamar’s home, her children were occupied 
operating on pomelos. They mounded up the pomelo flesh in a large bowl, 
scattering pomelo skin and peelings on the large kitchen table. The house 
was quiet, and the purr of the oxygen generator inspired a strange calm. 
Her daughter stopped the operating and dissecting labor for a moment and 
smilingly raised the bowl of pomelo flesh toward me. A delicate aromatic 
taste—sweet, sour, bitter—spread all over my mouth as the fruit juice 
filled my palate with a gentle shiver. 

“How is she feeling?” 
The daughter rehearsed the story of the night’s events rolling with 

laughter, her brother adding that at that moment of pathos Tamar asked 
them to tape-record her request in order to grant it further judiciary 
validity. Again, I felt disturbed by their cheerfulness. 

“Since last night, she has never stirred from her bed,” they told 
me as I entered her room. 

Tamar lay elevated on pillows, her breathing slow and almost imper-
ceptible. Her eyes were closed. For a brief moment, I thought, or hoped, 
this was the end. I approached her bed and gently touched her shoulder 
saying in a low voice, 

“Tamar. Tamar.” 
Suddenly, she shuddered, opened her eyes wide, looked at me and 

said, “The Angel of Death! You have come at last!” And then, as though 
her face had changed, she recognized who was standing before her and 
with frank disappointment said, 

“Gosh, it’s only you. Can’t you do something already?”

“The Angel of Death” demonstrates a subtle treatment of situated 
agency in which the narrator’s moral standing changes through the 
telling. A close reading of the text reveals that while the story begins 
with what the doctor-narrator deems to be his own superior moral 
grasp of the situation, measured against the patient’s children’s unethi-
cal behavior, by the end of the narrative, the narrator is led to test 
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the truth-value and validity of his moral assumptions in a process 
that promises to become a vehicle for moral change in the future. As 
in Kuchnir’s “Ethics,” here, too, both the narrator’s moral judgments 
and his self-reflexive examination of his moral identity are narratively 
enmeshed with relationships and the identities of others beyond the 
presented moral difficulty with his patient: the request for active as-
sistance in death.

The story opens with the patients’ children, introduced in the 
first sentence by a scornful qualification: “Tamar’s two children landed 
only yesterday.” These implicitly neglectful relatives, who furthermore 
are characterized as foreigners, living “he in England and she in the 
Us,” are portrayed as very different from the doctor and the nurse, 
the genuine caregivers who see the patient on a daily basis and are 
familiar with her language style, as well as with her medical condition. 
Thus, only a couple of days prior to the narrated events, the patient 
“still stopped at the clinic” and the doctor is careful to employ indirect 
speech in the third person to faithfully render the patient’s presenting 
complaint in her exact words: “her shortage of breath at every step 
she takes and the pain that had returned to scorch her body like a 
flame.” The same technique, now even further augmented through 
quoted and direct speech, is used in representing the nurse’s account 
of the night events: “Tamar in a thunderous voice which recalled other 
days and times addressed them and said: I, Tamar, in a lucid mind and 
clear consciousness part from you and request that you help me go 
from here” [emphasis added]. such narrative devices assure the reader 
that, in contrast with the estranged children, both the doctor and the 
nurse have known this patient long and well. In turn, these biographi-
cal facts are measured against the children’s “startling[ly] cheerful and 
noisy” behavior and clearly support the narrator’s censorial attitude 
toward their “excessive merriment” at their mother’s deathbed. 

However, as Booth usefully reiterates in “Why Banning Ethical 
Criticism is a serious Mistake,” our full engagement with a story is 
primarily an engagement with the ethos of its implied author, and 
such an engagement may complicate whatever pact we have initially 
formed with the narrator. 

The true issue is thus faced only when we think about the full 
engagement that we enter when stories’ implied authors actually 
hook us into their virtual worlds, implying their own judgments 
or placements of characters on an ethical scale. That engagement is 
not just with a gripping story about this or that portrayed character, 
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or even with the narrator—though even this lands us into ethical 
territory. The full engagement is with the chooser, the molder, the 
shaper . . . . It is that chooser who constitutes the full ethos of any 
work. It is living with that highly selective set of virtues—strengths, 
excellences, arêtes—that constitutes our full experience.73

To the narrative devices of indirect, quoted, and direct speech, employed 
by the narrator to convince us of his moral superiority, the story’s 
“chooser” or implied author opposes the narrator’s own discourse, 
most revealingly through his peculiar usage of metaphor. Thus, as 
he enters the patient’s home, he reports: “her children were occupied 
operating on pomelos . . . scattering pomelo skin and peelings.” In 
an odd reversal of roles, the children, who by any normative ethical 
standard should attend to their dying mother are engaged in surgery, 
a rather messy “operating and dissecting labor” that involves “scatter-
ing” the “flesh” and “skin” of pomelos “all over the kitchen table.” It 
should be marked in this context that while in English we may well 
employ “skin” to denote the rind or peel of fruit, in Hebrew (in which 
the narrative was originally written) this noun is exclusively reserved 
to signify the organic outer surface of mammals: the layer that cov-
ers the bodies of animals and human beings. such an extraordinary 
usage of metaphor is further enhanced by the immediately following 
personification of the oxygen generator, whose “purr . . . inspired a 
strange calm.” The figurative language, thus, attracts attention to the 
narrator’s split and projection of values usually associated with the 
medical profession—such as high tolerance for the penetration of hu-
man bodies in surgery and the encouragement of an atmosphere of 
calm—onto the people and objects in his surroundings. subsequently, 
this apparent discursive confusion and mechanism of projection color 
our evaluation of his trustworthiness and serve to distance us from 
his following account. 

From the narrator’s point of view, the daughter’s act of raising 
“the bowl of pomelo flesh” toward him with a smile is far from con-
ventional or benign. Indeed, it may symbolize an invocation to partake 
in some eerie cannibalistic rite; the pomelo flesh gaining human con-
notations in the narrator’s mind, as his language has betrayed, whereas 
the banal act of eating a piece of fruit is altogether absent from the 
discourse. Thus, in the next sentence the narrator leaps to the telling 
of the profound experience of consumption, which generates in him 
erotic sensations of such irresistible aroma and “sweet, sour, bitter” 
taste that they culminate in “a gentle shiver.” No wonder that in the 
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wake of this deeply embodied impression, the story of the night’s 
events rehearsed by the daughter “rolling with laughter” reinstates 
in the narrator the initial judgmental attitude and sense of moral su-
periority, which, previously, he seemed able to discard. “Again I felt 
disturbed by their merriment,” he says as he enters the sick room, 
bracing himself and even wishing to undertake the awesome respon-
sibility of accompanying his patient at the moment of death: “For a 
brief moment, I thought or hoped this was the end.”

The bathetic ending of the story—the patient’s mistakenly tak-
ing him for the Angel of Death and her “frank disappointment” in 
recognizing “who was standing before her”—mirrors the narrator’s 
own misreading of her identity. The very gap in the patient’s lan-
guage—dropping from the lofty height of prophetic insight to the 
irreverent, even childish, “gosh, it’s only you. Can’t you do some-
thing already?”—undermines the validity of her “beatific” identity 
as previously construed and rendered by the narrator. Furthermore, 
it raises the possibility that, had we and the narrator learned more 
about the histories of the children’s relationships with their mother, 
their cheerful attitude and laughter while telling of “that moment of 
pathos” in the night might not have formed such an impression of 
unforgivable breach of filial respect as the narrator all along has at-
tempted to persuade. At this point in the telling, some readers may 
be distanced enough from the narrator’s perspective to appreciate the 
humor of the situation, and consequently to shift their alliance from 
the initial pact with the narrator to a more sympathetic perception of 
the children’s attitude.

From a narrative ethics view, then, our collaboration in clarify-
ing the situation is not exhausted by the evident realization that the 
patient’s request for active assistance in dying cannot be gratified 
since she is not in pain. rather, it highlights the multiply relational 
nature of the encounters between self and other(s) that the narrator 
too quickly assumed himself capable of commanding and interpreting 
for himself and his audience, but which, in the light of the baffling 
ending, still sustain their notorious difficulty. Ethical literary criticism 
cautions that “human actions are imagined and chosen rather than 
prescribed or programmed.”74 Choosing to end the story with the 
patient’s unsettling words suggests that the ethical lesson the narrator 
has learned or has yet to learn entails a more responsible imaginative 
tracking of his reactions in similar situations in the future. Accordingly, 
this narrative instantiates Booth’s approach to the ethos of reading as 
“the qualities of [moral] experience sought or achieved by authors and 
readers during the time of telling or listening.”75
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While “The Angel of Death” relies on the readers’ interpretive 
skills in the construction of the full range of its moral experience, the 
following and final story adopts from the start a definite moral posi-
tion: that of rescuing by, literally, fixing in writing the life and death 
of one patient. Unlike the two previous narratives, this story renders 
the ethical negotiation of particular relations, identities, and values from 
the position of a narrator-witness rather than from the viewpoint of the 
doctor-narrator as a major actor in the plot. While all three doctors-
narrators get their authority through being eye-witnesses in the worlds 
of their stories, this narrator takes the witness stand in testifying to 
the moral failure of a significant other character: the ward chief, his 
boss. Partly because of his role as an intern in the story-world, and 
partly because of the time that elapsed between the narrated events 
and the writer’s present position as a family medicine resident, the 
narrative does not include as many clinical details as the others. Yet, 
in spite of his more modest clinical involvement, the narrator-witness 
in omer Liberman’s “Floor-panels” is resonantly and compassionately 
engaged in the telling, thereby making intelligible both the responsibili-
ties of care that the narrative selectively emphasizes and their power 
to affect his professional identity beyond the story’s given time-frame.

Floor-panels / Omer Liberman, M.D.

Gustavo became infected with HIV when he was fifteen. 
The son of immigrants from Argentina, who slipped away from the 

oppressive regime and arrived in Israel in poverty and great hardship, 
he received the virus as a present from a blood transfusion in a country 
clinic on the South American continent during the journey to Israel.

When he got married at age twenty-six to an Ethiopian girl, a 
carrier of the virus, it was a match that was meant to be. 

They met at the youth movement, working as guides from both 
sides of the immigration range and got connected. Their family became 
an elite unit of the oppressed. Immunization, that was not the only thing 
they lacked. 

At age thirty-two, a gifted drawing artist, Gustavo was hospital-
ized in the hospital in which I served as an intern. An acute infection; 
I don’t remember exactly where.

During the week he was hospitalized, Gustavo got busy drawing 
the ward staff in charcoal and a black pen. All the characters without 
exception were drawn with elegance, humor, and compassion, and decorated 
by ornaments, angels, flowers, and hearts.
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One Tuesday morning, Gustavo lost consciousness. The ward chief 
sprung upon his body, laid in the corridor by the cleaner’s bucket, whose 
mind [sic.] was diverted from working on the side-floor panels, and started 
an energetic resuscitation.

The resuscitation failed. Two hours later, his wife Judith arrived and 
started on a sequence of wailing songs in Amharic (her mother’s tongue). 

The chief, who was preoccupied signing the death certificate at the 
time, scolded her in his grating voice.

“Get out of here already, can’t you see you’re interfering?” 
His mother gave away his drawings, each of which was a magnificent 

portrait, to the ward team. 
My own drawing is framed in black. 

The story, which opens with a narrated portrait of the young patient-
artist and ends with the framed drawing of the narrator’s portrait, 
emphasizes as its organizing narrative pattern the notion of coherence 
within apparent oppositions. When gustavo “got married . . . to an 
Ethiopian girl,” it was “a match that was meant to be.” They “got 
connected . . . working as guides from both sides of the immigration 
range,” and “[t]heir family became an elite unit of the oppressed.” In 
the hospital setting, the patient actively turns the table on the ordi-
nary, arid hospital routine, with its schematic representation of patients 
in charts and the inherent inequality between patients and staff, by 
presenting his caregivers with gifts of unusual “elegance, humor, and 
compassion . . . decorated by ornaments, angels, flowers, and hearts.” 
The coherence of the narrative as a whole depends on the narrator’s 
parallel motion of turning the table on the clinical focus in normative 
medical accounts (thus, “[a]n acute infection, I don’t remember exactly 
where”) and highlighting, instead, gustavo the “gifted drawing artist,” 
his supportive family, and their generous and caring attitude both 
within their immigrant community and toward the members of staff.

To this set of values, manifested within relationships, the narra-
tor contrasts the chief’s aggressive behavior, his “grating voice,” and 
the sordid picture of a failed resuscitation on the corridor floor by 
the cleaner’s bucket. The narrative, thus, clearly recruits our readerly 
sympathy away from the values potentially embedded in the chief’s 
“energetic resuscitation.” The metaphoric resonance of an animal de-
vouring its anonymous prey in the phrase the “ward chief sprung 
upon his body” downplays the heroics of the (possibly unprotected) 
resuscitation, while any information about the previous relations of 
care between the chief and this patient has been eliminated. We can-
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not know how long the chief had known gustavo, or whether he 
too received a drawing from him. We can only infer, by his behavior 
toward the grieving widow, that such information would be irrelevant: 
the chief shows no compassion; he is culturally insensitive and cares 
more about finishing his paperwork than about human suffering. By 
contrast, the witness-narrator not only cherishes gustavo’s gift, but also 
restores the moral balance, which the chief had brutally disturbed, by 
writing the testimony and giving back a space in which gustavo can 
be mourned. Framed in memorial black, gustavo’s gift of a portrait 
retains its symbolic status both as an icon that mirrors the narrator’s 
affiliation with the grieving family and as a tangible thing in the world, 
a concrete forewarning against medical hubris in his own future career.

When Dr. Liberman shared this narrative in one of our 2008 nar-
rative medicine classes, the other participants were quick to observe 
the significance of the title, “Floor-panels,” in relation to the narrator’s 
lowly place in the hospital hierarchy. This grassroots view of “a fly on 
the wall” is transformed through the telling into testimonial authority 
and a coherent position of moral power. While high talk about pre-
serving “professionalism” in the context of conflict of interest between 
juniors and seniors in the hospital setting too often trickles down to 
advice such as “buckle your seat belt and stick to your professional 
values,”76 a narrative mode may better test the means toward our com-
mon goal of preserving professional integrity. Integrity, as Walker has 
defined it, cannot be reduced to statements about admirable conduct 
or even to discrete descriptions of moral achievement and failure. It 
is to be tested over time by “the accounts we are prepared to give, 
act by, and stand by, in moral terms, and dependable responsiveness 
to the ongoing fit among our accounts, the ways we have acted, 
and the consequences and costs our actions have in fact incurred.”77 
The acts of representing and responding to representations of moral 
issues in everyday life, our continual effort to attend to such storied 
accounts in our narrative medicine classes and the material realization 
of the stories as “things”78 reinforce our commitment to professional 
discernment and integrity. These acts both claim and test the tellers’ 
reliability over time. 

relevant here is Booth’s clarification of the term “virtue” as a 
basic way of talking about the ethical quality of our encounter with 
character in the experience of narrative. relying on Aristotle’s Rhetoric, 
Booth says that traditionally “virtue meant something like the whole 
range of human ‘powers,’ ‘strengths,’ ‘capacities,’ or ‘habits of behavior.’ 
Thus, an ‘ethical’ effect . . . can refer to any strengthening or weakening 
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of a ‘virtue,’ including those that you or I would consider immoral; a 
given virtue can be employed viciously.”79 “virtue theories, of course,” 
as Walker has said, “have always stood outside the essentially modern 
theoretical-juridical fold, and contemporary authors find ways . . . to 
refresh the ancient view.”80 All three of the narratives that I have read 
insist that we cannot dispense with the notion of virtue, as expressed 
in narrative portrayals of character, in ethical inquiries. Abstract moral 
concepts are intertwined with, but do not finally structure these stories 
of identity that tell about what a moral agent “cares for, responds to, 
values, and takes care of: where she directs her attention, how she 
honors and orders her responsibilities, how she characteristically has 
conducted herself through her personal history.”81 rather, narratives 
of value “tell how values acquire meaning for moral agents, both 
individually and socially” and, just like stories of identity, they are 
entwined with narratives of relationship which “in large measure [are] 
constitutive of them, whether negatively or positively.”82 

The narrative view of how experience is structured has strong 
implications for the qualities of our engagement in ordinary medi-
cal ethics. Both principlist ethics and narrative ethics agree that “the 
various arguments about the various goods and their status are not 
self-ranking,” and therefore “[m]oral positions must always be argued 
. . . . We must make the case, both in terms of the coherence of the 
theory and the moral reasoning.”83 Where principlist and narrative 
ethics differ is in their more or less explicit assumptions about who 
has the authority to rank theories and arguments and how moral 
reasoning is to be conducted. It has been my argument throughout 
that however rhetorically constructed physicians’ narratives are, and 
however they may simplify and present their implied authors in better 
moral lights than the much more contested relations and identities of 
their authors in “real life,” these narratives are far more complex and 
closer to ordinary medical experience than the ethical case studies or 
vignettes in ethics textbooks. In an often-quoted passage, george Eliot 
exquisitely renders our inherent inability to attend to everything we 
ordinarily live through: “If we had a keen vision and feeling of all 
ordinary human life, it would be like hearing the grass grow and the 
squirrel’s heart beat, and we should die of that roar which lies on 
the other side of silence.”84 Both patients’ and physicians’ narratives 
insert themselves between the “roar” of incessant experience and the 
“silence” of disengaged axioms. They let us dip into lower-rank, per-
sonified, particular moral accounts of relations of care in the clinical 
setting, in the negotiation and appraisal of which we rely, analogically, 
on other, prior personal and social narratives.
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Pragmatically, this sub-genre of the literature of the ordinary allows 
caregivers to express and clarify moral difficulties through testimony 
rather than the typical illustrations of a principle or a moral rule. The 
sharing of stories in narrative medicine workshops quite literally embod-
ies Booth’s metaphor of reading as friendship or as “people meeting.”85 
Ethical literary criticism has traced the fundamental moral qualities of 
the bonds between readers and writers. The task of transporting these 
bonds to “the effective dyads of care” achieved through “affiliation” in 
the clinical encounter is a major precept in “the narrative of values” 
of the movement of narrative medicine itself.86 How these bonds will, 
in fact, be appropriated and applied in the clinical setting depends 
in part on the sheer volume as well as the qualities of the narratives 
voiced and experienced by caregivers in writing and responding to 
each others’ “ethics stories” over time. And while these narrated 
voices cannot, and often wish not to offer absolute and all-inclusive 
“solutions” to moral difficulties on a grand philosophical scale, they 
do provide many partial explanations and answers at the practical and 
action-guiding level of analogically accrued personal and professional 
experience. The accumulation and publication of these narratives will 
ensure the breadth of our exposure to the personal, political, and 
cultural aspects of understanding medical responsibilities that ground 
ethical practices in ordinary lived experience.
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