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during the COVID-19 Pandemic
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ABSTRACT: Anthropologists examining the relationship between physician and patient in
Western biomedicine have observed an inherent power discrepancy between the physician,
assumed to hold scientific knowledge, and the patient, the recipient of this knowledge.
COVID-19 presents a unique challenge to that dynamic, as physicians, scientists and medical
experts possess limited understanding of the pathophysiology, interventions and treatment
of the disease. Drawing on my experience as a resident physician on the frontlines of the
COVID-19 pandemic, I contend that the absence of knowledge surrounding COVID-19 fosters
a new form of intimacy between physician and patient through greater emphasis on subjective
patient experience, increased transparency between physician and patient, and an expanding
physician role beyond management of the physical disease state.
KEYWORDS: biomedicine, COVID-19, intimacy, medical training, moral economy, physician–
patient relationship

Intimacy as a subject of scholarly enquiry provides
a useful conceptual tool through which physical,
social and temporal relationships can be analysed to
glean critical insight to larger cultural and political
processes. Yet intimacy is a diﬃcult concept to define, as Ara Wilson succinctly notes: ‘Its lack of fixity
is part of its appeal’ (2012: 32). Rather, intimacy as
an analytic frame can be employed to more deeply
grasp ‘any form and instance of relatedness’ and its
subsequent impact on relationships in a multitude of
sociocultural, political and legal spheres and their intersections with one another (Sehlikoglu and Zengin
2015: 22).
Intimacy is strikingly apparent in the practice of
medicine, particularly in the relationship between
physician and patient. O en involving the exchange
of information considered highly personal, physical
touch during exams, and invasive tests and procedures, many of the most vulnerable moments of an
individual’s life are shared in this encounter.

Yet, social scientists have long observed the nature
of this relationship to be asymmetric in its power.
Within the dominant system of Western medicine, referred to as biomedicine, the physician is expected to
apply scientific data to diagnose and treat a patient,
who is viewed as the recipient of this knowledge
(Baer et al. 2003; Gaines and Davis-Floyd 2004; Lock
and Nguyen 2010). Through the lens of biomedicine,
this knowledge is viewed as both objective and certain, and is confirmed through technology such as
laboratories and imaging (Clarke and Shim 2003;
Delvecchio-Good 2007).
At the end of 2019, a cluster of mysterious respiratory illnesses reported in Wuhan, China, puzzled the
scientific community. These cases were later identified as a new viral strain within the coronavirus family called severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2 or COVID-19) (WHO 2020). As
COVID-19 cases have surged worldwide, the scientific world has scrambled to be er understand this
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disease. Hundreds of millions of dollars have been
commi ed towards research aimed at grasping the
pathophysiology of this disease, developing eﬀective
interventions, and ultimately creating a vaccine and a
successful treatment. Despite these eﬀorts, COVID-19
remains poorly understood.
Less a ention has been devoted towards analysing the impact of COVID-19 in the clinical se ing,
particularly towards how it influences the doctor–
patient relationship. This article is my account of
working as a frontline internal medicine resident
physician during the COVID-19 pandemic. I draw on
my experiences working in the COVID-19 intensive
care unit (ICU), on COVID-19 hospital wards, and as
a resident on the admi ing service during the peak
of the pandemic in Washington, DC. In this article,
I examine the evolving nature of the relationship
between doctor and patient in the context of the
COVID-19 pandemic, arguing that the uncertainty
surrounding COVID-19 distinctly reshapes intimacy
between physician and patient.

The Production of Biomedical
Knowledge and Relationships
In order to explore the concept of intimacy as it functions within the physician–patient relationship, it
is critical to examine the system that this dynamic
unfolds within. Based on the scientific method and
heavily reliant on technology, biomedicine views disease as an isolated physical entity (Burri and Dumit
2007; Taylor 2003). Social scientists have questioned
the supposed neutrality of this knowledge, highlighting numerous sociopolitical, cultural and economic
variables that influence how such information is created and applied, and how it shapes subsequent outcomes (Adams 2016; Bates 2000; Jordan 1993; Sargent
and Johnson 1996; Singer 1986).
This seemingly neutral knowledge plays a crucial
role in the dynamic between physician and patient.
Michel Foucault (1963) famously referred to this dynamic as the ‘medical gaze’, asserting that the separation of the mind from the body enables physicians
to hold power over patients through holding unique
knowledge of the body and disease. This power dynamic is in part premised on the assumption that the
information applied, based on supposedly objective
science, is indisputably true.
Anthropologists remain critical of the assumed certainty of this knowledge. In her essay detailing her experience with cancer in the biomedical system, Susan
DiGiacomo writes: ‘Beneath the public service of the
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technologic (and therefore eﬃcacious) biomedicine
lies a diﬀerent reality, one fraught with uncertainty,
ambiguity, and contradiction’ (1987: 243). DiGiacomo
underscores the apparent knowing façade of our
medical system, noting that beyond rigid protocols
and data, tests and imaging, many questions remain.
This paradox between knowing and uncertainty
provides an intriguing window through which intimacy can be examined. Exploring dichotomies like
the individual and the collective, the public and the
private, and the internal and the external, intimacy
can both ‘create boundaries as well as flows and
transitions between bodies, selves, and groups’ (Sehlikoglu and Zengin 2015: 20). Through these fluid
interactions, divisions and connections, intimacy enables us to be er understand the relationships that
are created within a particular social, cultural and political dynamic.
COVID-19 highlights a fundamental tension between science and unpredictability. Most aspects of
COVID-19 remain unknown within the biomedical
community; scientists presently have a limited understanding of the mechanism of the disease, how to predict the course of the disease, the complications that
arise; and any eﬀective interventions for it. COVID-19
is a salient example through which we can explore
how the tension inherent in the concept of intimacy
unfolds and how it impacts the relationship between
physician and patient. In this article, I present my
experience as a resident physician in internal medicine during the COVID-19 pandemic at an academic
hospital in Washington, DC, asserting that in the context of COVID-19, intimacy in the physician–patient
relationship is restructured by this uncertainty.

‘It’s a Little Different’: Subjective Patient
Experience in the Context of COVID-19
The supposedly unbiased nature of biomedicine
is o en not conducive to incorporating subjective,
lived experience (DiGiacomo 1987; Lock and Nguyen
2010). Within the biomedical system, anthropologists
have observed that not all forms of knowledge are
considered equal. Utilising the term ‘authoritative
knowledge’, Brigi e Jordan (1997) emphasises that
the accuracy or correctness of this knowledge is not
necessarily important, but rather the significance
of this knowledge is that its powerful practitioners
consider it to ‘count’, dismissing all other forms of
knowing. In studying the ‘formative process’ through
which medical students learn how to see, speak and
present, Byron Good (1993) found that these narra-
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tives reinforce the assumption that biology is at the
core of medicine.
However, given the nascence of COVID-19, the
knowledge typically considered significant, such as
pathophysiology, diagnosis and treatment, is unavailable. Despite increasing recognition of COVID-19
as a serious public health threat, given the limited
number of COVID-19 tests, the sole screening criteria in the United States in February 2020 included
the following: (1) Has the patient recently returned
from Hubei, China; and (2) Did the patient have
contact with a known case of COVID-19? In addition
to answering ‘yes’ to one of these questions, the patient also needed the presence of fever, a cough, and
shortness of breath in order to undergo testing (CDC
2020). As testing capacity increased, screening criteria gradually expanded to include patients without a
travel history or confirmed exposure and to include
symptoms like shortness of breath, fever and cough
without another plausible explanation (CDC 2020).
Yet, throughout the course of the COVID-19 pandemic, new data and trends thought to be significant emerged. The media and scientific community
devoted greater recognition to the large number
of asymptomatic carriers of COVID-19 and to less
conventional symptoms such as loss of smell and
taste, gastrointestinal symptoms, and rashes (Bai et
al. 2020; Gu et al. 2020; Landa et al. 2020; Vaira et al.
2020). While rapid COVID-19 testing is now more
readily available, scientists question the accuracy of
the widely used PCR respiratory swab, noting that
tests are prone to operator error and the results may
vary depending when in the course of illness the
sample was collected (West et al. 2020; Winichakoon
et al. 2020). Other diagnostic techniques typically
relied upon in the biomedical system such as the
physical exam, imaging and blood work may point
towards COVID-19, but do not provide a definitive
diagnosis of COVID-19.
Given the uncertainty of disease presentation and
diagnostic modalities, patients’ histories and their
descriptions of their experiences gained increasing
importance. Below, I will describe a case in which the
patient’s subjective experience became critical to her
medical management:
Early in the COVID pandemic, I admi ed a ‘frequent
flier’ patient named Alisha.1 She had a host of chronic illnesses that have amounted to a virtual stack of notes from
her many hospital admissions. ‘This one shouldn’t take
you more than an hour’, a senior resident, familiar with
this patient’s history, commented. Typically, the reason for
her admission was bronchitis on top of her chronic lung
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disease. Alisha explained that her current symptoms felt
very similar to her previous episodes of bronchitis, but that
this time she sometimes felt ‘a li le diﬀerent’. I continued
to pepper her with questions about how she felt diﬀerent,
but she responded that she ‘couldn’t put her finger on it’.
Towards the end of our encounter, the patient mentioned
that two members of her family were currently in the ICU
for COVID-19, although she was never directly in contact
with either of them. Interestingly, Alisha’s COVID-19
test had been negative twice now. When I presented this
case to the a ending physician, he paused for a moment,
deliberating whether we should admit this patient as a suspected COVID-19 case and continue precautions despite
the hospital’s dwindling personal protective equipment
(PPE). ‘We can’t risk it’, he concluded. She was ultimately
admi ed to a ward in the hospital that provides a more advanced level of care and was continued on contact/droplet
precautions.
Through the biomedical lens, ambiguous descriptions like ‘something is a li le diﬀerent’ are typically
considered irrelevant details not worthy of documentation or mention to the a ending physician. Yet in
Alisha’s case, despite a negative test, her subjective
experience that something was ‘diﬀerent’, along
with questionable contact with a COVID-19 patient,
changed her medical management. Given the lack
of knowledge about the presentation and management of COVID-19, the patient narrative gained
new importance in deepening our understanding of
COVID-19. Unconventional symptoms, employment,
living situations and subjective experiences became noteworthy details that we needed to gain a
deeper understanding of this disease and its eﬀect
on patients.
While undoubtedly the intent of some of the expanded patient narratives is to gather diagnostic
clues, it also clears new space to listen to patients’
lived experiences. The medical system is structured
in a way that even the most well-intentioned physicians feel pressured to filter through patient narratives to find the ‘important’ information. This is
most clearly highlighted on the forms we are given
to evaluate medical students; one of the criteria for
a high-performing medical student is one that possesses ‘superior organization’ of information and
‘always includes important information’.
The experience of admi ing COVID-19 patients
will likely continue to evolve as new information
emerges and improved diagnostic modalities are
available. Yet, in the current environment of uncertainty, COVID-19 has restructured the idea of what
information is considered noteworthy. Given our
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limited interpretation from the information that can
be gleaned from physical exam findings, tests and
imaging in regards to COVID-19, closer listening and
a greater emphasis on the subjective patient experience becomes critical.

Uncertain Trajectories: The Implications
of Increased Transparency on Physician–
Patient Intimacy
The separation of subjective narrative from supposedly objective clinical data illustrates a defining belief
of biomedicine; disease is reducible to a physical entity, free from social, cultural and political influence
(Baer et al. 2003; Clarke and Shim 2003). This view
of disease as an isolated physical phenomenon also
serves to create a distinct power dynamic between
physicians and patients, as physicians unilaterally
maintain access to this information. However, social
scientists deconstruct the assumption that biomedical knowledge is definitive and correct, contending
that despite the presentation of certainty, many unanswered questions and great unpredictability exist
(Adams 2016; Biruk 2012).
Uncertainty is closely entwined with the concept
of intimacy. Lauren Berlant writes: ‘“I didn’t think
it would turn out this way” is the secret epitaph of
intimacy’ (1998: 281). She observes that fundamental
to intimacy is the tension between the shared assumption of how relationships exist within a particular institution or framework and the reality that
unpredicted events can disrupt these expectations at
any moment.
The lack of knowledge around COVID-19 provides an interesting backdrop to examine how this
tension unfolds and how it impacts the relationship
between physician and patient. Below, I will explore
two diﬀerent experiences of uncertainty, arguing
that this ambiguity leads to increased transparency
between physician and patient, which diﬀerently
impacts the actors in play:
I met James, an African American male in his sixties,
during my time as the intern responsible for admi ing
patients to the hospital. James was si ing on the edge of
his bed in the emergency room (ER) with a nasal cannula
in place; a flimsy hospital gown covered over his top half,
he was still wearing his slacks from work underneath.
James was summoned to DC from his home state for work;
he carefully opted for a nine-hour drive over flying to
minimize his COVID-19 exposure. Two hours away from
arriving in DC, he began to feel short of breath. ‘It’s noth-

AiA

ing’, he thought to himself, ‘just le ing all of this COVID
talk go to my head’. By the time he reached DC, he rerouted
his GPS to the hospital. In the ER, he desaturated to 80 per
cent on room air while walking, requiring oxygen through
nasal cannula and a hospital admission.
I spoke to James in a so shout over the billowing
sounds of his negative pressure room and through my N95
mask and face shield. He spoke slowly, taking deep breaths
between sentences. A er a few minutes, he looked at me
directly in the eyes, asking: ‘Doc, be straight with me. How
is this going to go?’ I paused for a moment, searching for
the words to answer his question.
‘James, I want to be honest with you’, I said, locking
eyes with him through my face shield. ‘I really don’t know.
Some people just need a li le oxygen and rest and they’re
be er within a few days. Others . . . have a harder time.
Sometimes they need a breathing tube and develop other
complications. We don’t know which way things will go
and why they do’. Silence fell for several seconds. I shi ed
uncomfortably in my PPE, wondering if I had said the
right thing. ‘Thank you’, James responded, placing his
hand over my gloved one, ‘I appreciate the honesty’.
By the time I arrived at the hospital the next day,
James’ oxygen requirement had escalated so quickly
overnight that he was now intubated in the ICU.
I thought of my experience with James frequently
throughout the pandemic. I previously felt uncomfortable with admi ing any lack of knowledge; the
concept of ‘knowing’ is so deeply ingrained into
medical education and training. Even if we are unsure of the exact diagnosis or treatment, the expectation is to at least have the skills to gather the clinical
clues to determine the diagnosis.
This encounter with James was wrought with mutual uncertainty, but our positions diﬀered. One of the
fundamental assumptions underlying biomedicine is
that the patient does not know or understand their
illness, but the physician is able to uniquely know,
interpret and treat. Yet, in the context of COVID-19,
there was li le information or knowledge that the
biomedical system could provide. James acknowledged this lack of knowing and the unpredictability
that came along with it.
However, the heightened transparency around the
uncertainty of COVID-19 was met with resistance. As
I will illustrate in the example below, discussing the
capricious nature of COVID-19 with family members
sometimes resulted in distrust in our relationship
with them:
Juan is a previously healthy man in his sixties whose
ICU stay was extended by months due to COVID-19.
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Juan was still was unable to breath on his own, requiring
the support of the ventilator. Furthermore, Juan’s mental
status substantially declined during his course of COVID19. He was completely unresponsive; he no longer tracked
with his eyes, withdrew from pain, or interacted in any
way.
I spoke on the phone with his wife, daughter and son
daily. ‘How’s his mental status?’ his son asked eagerly.
Each day, I delivered the unfortunate news that there had
been no changes. They pressed as to why this was. I told
them that his poor mental status was due to acute metabolic encephalopathy, meaning that some sort of infectious,
toxic, or metabolic imbalance in the body caused altered
mentation. In Juan’s case, this was likely caused by lack of
oxygen in conjunction with systemic infection. I explained
that we are still learning all of the ways that COVID-19
can variably aﬀect diﬀerent organ systems, and it is possible that Juan’s COVID-19 infection was impacting his
mentation in a way that we have yet to understand.
The patient’s son scoﬀed at this explanation. ‘Nah,
there must be something else. This isn’t like him’, he son
decided. ‘He’s a fighter, he’ll turn around’. Juan’s wife
expressed a similar view, continually pressing about diﬀerent diagnostic modalities to know the cause of his altered
mental status. ‘Surely there must be a diﬀerent scan or
blood test’, his wife reasoned, ‘I think that you’re missing
something’.
As Juan’s course progressed, his son began to suggest
experimental treatments and a ‘miracle drug’ that they
had heard about on the news. ‘Something will work; you
need to do more’, he urged.
Juan’s family grappled with his unclear diagnosis
and prognosis and lack of treatment. Despite our best
eﬀorts to transparently relay Juan’s clinical condition
to his family, they found this change in his health to
be inconceivable. Two months ago, he was jogging
and making dinner for his family. They struggled to
believe the rapid deterioration of his clinical status
and to accept the ambiguity underlying his condition. Our admission that we could not fully explain
why Juan’s condition continued to decline without
any clear, eﬃcacious treatments worsened the trust
between Juan’s family and our team, as they questioned the commitment of the medical team to ‘do
more’.
Juan’s and James’ situations diverge in several
ways. First, it is critical to note that the encounter
with Juan occurred further along in his illness. Uncertainty as to whether he would improve still remained,
although at this stage there was overwhelming evidence to suggest that he would not. Conversely, while
James was seriously ill, at the point in time that I
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met him it remained unknown whether he would
quickly improve or decline. The time at which these
encounters respectively occurred may have shaped
the response to the degree of uncertainty surrounding their prognosis.
It is also critical to consider the context in which
both of these situations occurred. James was in the
ER; he felt his symptoms and he knew something
was not right. He saw the hospital staﬀ donning our
PPE, continually running in and out of rooms of very
ill patients.
Due to the hospital policy barring visitors, Juan’s
family was limited to video chat for a handful of
minutes a day. In discussing Juan’s case with the critical care a ending physician, she expressed feeling
that the situation with Juan’s family was a familiar
experience to her during COVID-19. ‘There’s no trust
there’, she commented. ‘Without these families coming in to the hospital, they’re not seeing this. They
don’t experience the ICU. They don’t meet our team
and see everything that we’re doing’. The discrepancy
between the expectation and reality of COVID-19 is
likely exacerbated by patients’ families’ inability to
witness the situation and see their loved one, especially as the media and American political leaders
deliver conflicting messages about potential interventions and treatments.
While transparency regarding the uncertainty of
COVID-19 can enhance intimacy between physician and patient in the context of the hospital, the
lack of answers can also result in greater distrust. In
situations such as James’, the recognition of the unpredictability of COVID-19 fostered vulnerability, increasing the relatedness between us. Conversely, the
admission of the uncertainty of the manifestations,
prognosis and treatment of COVID-19 also generated
suspicion, confusion and doubt.

Moral Economy and Medical Needs:
Expanding the Role of the
Biomedical Physician
A hallmark of biomedicine is the reduction of the illness experience to the physical disease entity. While
medical school curriculums have a empted to incorporate holistic elements of patients’ well-being in
their care such as ‘cultural competency’ courses or
assessments on bedside manner, the focus on disease
pathophysiology, management and treatment composes the bulk of medical training (Kleinman and
Benson 2006). Additionally, focussing on needs apart
from physical ones becomes increasingly diﬃcult as
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physicians manage an overwhelming patient load,
complete extensive documentation, and work within
the restrictions of health insurance (Hunt et al. 2017;
Oldani 2010).
Yet, COVID-19 provides a challenge to the biomedical belief that physicians’ role is primarily disease management, given the lack of interventions and
treatments available. The function of biomedicine in
COVID-19 is primarily supportive, including aiding
patients’ breathing with supplemental oxygen, trialling breathing treatments, and managing any other
complications that arise. Additionally, hospital policies restricting any visitations from patients’ family
and friends have le a void for emotional support
and advocacy.
Throughout the COVID-19 pandemic, I was continually inspired by the kindness and a entiveness
that I witnessed in my colleagues’ care for their patients. One of my colleagues brought a personal iPad
for ‘music rounds’, spending time each day playing
the favourite music of patients who were sedated
and intubated in the ICU. Another colleague described the experience of holding a patient’s hand
a er he was extubated and ultimately passed away
while comforting the patient’s family on video during this process. Many of my co-residents spent additional hours a er already long and gruelling shi s
facetiming and updating patients’ families.
These acts of focussing on patients’ non-medical
needs were also apparent outside of the COVID-19
ICU. Several of my co-workers spent substantial portions of their day embarking on tasks like finding battery replacements for hearing aids, taking patients on
walks through the hallway, or simply cha ing with
patients in their rooms.
A number of social scientists have observed that
a challenging or uncertain environment provides an
intriguing backdrop through which we can examine
the renegotiation of beliefs and actions. The concept
of ‘moral economy’ is a useful theoretical tool that
can be applied ‘to describe the shared mores and
values with which people evaluate their relations
with others’ (Prince 2012: 536). For example, in Clare
Wendland’s (2012) examination of Malawian medical
students, she found that young physicians navigated
the injustice and poverty that they encountered by
developing a ‘moral map’, a perspective of their environment that creatively influenced their management
of patients. Wendland found that students developed
greater physical exam skills in the absence of technology and largely blamed structural problems for
patients’ health disparities, rather than the patients
themselves. Similarly, Robin Higashi and colleagues
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(2013) illustrated that medical trainees reshape their
‘moral economies’ in working with ‘diﬃcult’ patient
populations, finding meaning and fulfilment in patient encounters assumed to add li le value to their
time and education.
The concept of ‘moral economy’ applied to biomedicine during the time of COVID-19 is helpful in
illustrating the shi ing role of health-care providers.
Without clear medical treatments, constantly changing public health recommendations, and the absence
of family and patient advocates, physicians’ focus is
broadened beyond managing physical disease. Increasing a ention devoted towards aspects of patients’ well-being that are traditionally considered by
biomedicine to be ‘non-medical’ provides a sense of
meaning amidst a lack of interventions and treatments.
Additionally, I found that physicians’ perspectives
and care of patients was influenced by a sentiment
that a co-resident expressed in her response to an
e-mail from hospital administration that claimed
that ‘we are all in it together’. Rolling her eyes, she
quipped: ‘We [health-care workers and patients]
are in this together. They [hospital administration]
couldn’t be less in it’. As a resident on the admi ing
service when the pandemic first began to escalate in
Washington, DC, our frustration began to quickly
grow at the hospital’s rapidly changing PPE guidelines, the diﬃculty of obtaining proper PPE, and
the administration’s unwillingness to be transparent
about the hospital’s PPE supply. Furthermore, escalating acknowledgement of an abysmal public health
response by the United States government and growing recognition of the devastatingly disproportionate
impact of COVID-19 on poor, minority groups created a sense of solidarity and commitment to caring
for our patients in any way possible.

Conclusion
Across the anthropological study of intimacy, scholars note that a distinct characteristic of intimacy is its
ability to create unexpected relationships, bonds and
relatedness. Berlant writes: ‘Intimacy builds worlds;
it creates spaces and usurps places meant for other
kinds of relation’ (1998: 282). Following Berlant’s assertion that intimacy creates new relations in spaces
intended for other purposes, I argue that while the
biomedical encounter is historically characterised by
a unilateral transfer of knowledge from physician
to patient, the ambiguity of COVID-19 reframes this
dynamic. The uncertainty surrounding COVID-19
restructures intimacy in the physician–patient rela-
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tionship by placing greater emphasis on subjective
experience, creating greater transparency between
physician and patient, and redefining physicians’
roles beyond strict medical management. COVID-19
underscores the limitations of biomedical knowledge
and diminishes the subsequent division between
physician and patient.
Intimacy as a theoretical tool enables a more profound understanding of how connections, relatedness and meaning develop within a larger institutional,
political and social framework. As the COVID-19
pandemic continues to evolve, it remains critical for
social scientists to explore the interplay of social,
cultural and political variables and their impact on
daily relationships and interactions, and to observe
the power structures that are disrupted, shi ed or
magnified.
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